D0CU8SNT R^oias 



ED 343 360 

AUTROR 
TITLiE 



XHSTITUTION 



REPORT NO 
PUB DATE 
MOTE 

PUB TXPE 



EDRS PRICE 
DESCRIPTORS 



I'JEHTIPIERS 



EC 301 046 

Fox, Harriette B.i And Others 

Medicaid Financing for Mental Healtn and Substance 
Abuse Services for Cblldren and Adolescents. 
Tecnnical Assistance Publication Series Number 2. 
Financing Subserles, Voluse 1. 

Alcohol, Drug Abuse, and Mental Health Administration 

(DHHS/PHT' , RociKvllle, MD. Office for Treatment 

laprovement . 

DHHS (ADM) -91-1743 

91 

91p. 

Reports - Descriptive (141) — Guides - Non-Classroom 
Use (055) 

Mroi/PC04 Plus Postage. 
Adolescents; Children; Compliance (Legal); 
Eligibility; oFederal ?J.d; AFederal State 
Relationship; Financial Policy i Financial Support; 
Legal Responsibility; -Mental Disorders; «Mcntal 
Health; Ttogram Administration; Psychiatry; services; 
social Services; "Substance Abuse; Technical 
Assistance; Therapy 
* Medicaid 



ABSTRACT 

This technical assistance report provides an overview 
of Mellcaid coverage {XJlicies for mental health and substance abuse 
services including all the M«3lcald financing opportunities available 
to states to meet mental health and substance ahuse treatment 
objectives. It contains bacXground information on the Medicaid child 
and adolescent population, explains key c(»sponents of the Medicaid 
program, and includes & status report on states' current Medicaid 
eligibility and service coverage policies. The report addresses the 
following questions I (1) "What are the characteristics and service 
needs of children receiving Medicaid?"; (2) "How do children become 
eligible for Medicaid benefits?"; (3) "What types of services can 
State Medicaid programs reimburse?"; (4) "How are State Medicaid 
programs financed and administered?"; (5) "Hm« do States use 
federally mandated services to serve children?"; (6) "What optional 
benefits are available?"; and (7) "How might Medicaid reimbursemr jt 
be improved?". Thirteen tables are appended which detail state 
coverage of specific procedures. Also appended are two glosraries, 
one covering Medicaid terms, and one abbreviations. (71 endnotes are 
included) (DB) 



Reproductions supplied by EDRS are the best that can be made » 

from the original document. * 



OffUx for TrttOment trnf^vtmnt 



Jit OF HEALTH AND 
HUMAN SERVICES 

Public Health Senice 
Alcohol, Drug Abtice, and 
'*'»'"«^ Mental Health Adoiini^tkm 



Medicaid Financing 
for Mental Health 
and Substance 
Abuse Seivices for 
Children and 
Adolescents 



Technical AsSsistance Puhlication Series Number 2 
Financing Subseries, Volume / 



uaociMTiffirroFioiicAndN 

eou:atioml Resources mfomiAvoH 

y^C^fvM ffDfff tfi# p#fun Of oftysmMtfOn 

O Minor c^i»ngtt ftiivt M«ff mttf* to fmprpvs^ 
rvprDAiction QMl^ 

fACftl 0D fWt WrUMfitl rtpTMOf^ officii 



Medicaid Financing 
for Mental Health 
and Substance 
Abuse Services for 
Children and 
Adolescents 

Technical Assistance Publication Series Number 2 
Financing SubserieSt Volume I 

Harriette B. Fox Lori N. Wicks, 

Margaret A. McManus, and Rebecca W. Kelly 



vs. DEPARTMENT OF HEALTH AND HUMAN SERVICES 
Public Health Service 

Alcohol Drug Abuse, and Mental Health Administration 
Office for Treatment Improvement 

Rockwall II, 5600 Fisted Une 
Rockvine,MD2(»57 



This publication is part of the 
Alcohol, Drug Abuse, and Mental 
Health Services Block Grant 
technical assistance program- All 
material apf^ring in this volume 
except quoted passages from 
copyrighted sources is in the public 
domain and may be reproduced or 
copied without permission from the 
Institute or the authors. Citation of 
the source is appreciated. 

This publication was written under 
purchase order number 
89MF65930101D from the Alcohol 
Drug Abuse, and Mental Health 



Administration (ADAM HA). 
Edwin M. Craft, M.Edv and Robert 
Lubran, M.A,, M.PA.,of the Office 
for Treatnent Improvement, served 
as the ADAMHA project officers- 

TTie opinions expres%d herein are 
the views of the authors and do not 
neo^arily reflect the official 
pMition of OTI or any other part of 
the US, Deparhnent of Health 
and Human Services. 

DHHS Publication No, 
(ADM) 9M743 
Printed 1991 



ERLC 



4 



Contents 



Acknowledgments ^ 

Foreword yjj 

Executive Summary ] 

Introduction 5 

Chapter 1— Background on the Medicaid Child and Adolescent 

Population and Key Cbmponenls of the Medicaid Program .... 7 

ChafMrtcaistics ami Service Needs of Recipients 7 

Medicaid's Higibility, Benefit, and Reimbursement PoliOw-s ... 7 

Higibilily $ 

Btmefit Dc^gn and Provider Options 14 

Reinnburscmcnt Policies ig 

Medicaid Finandngand Kate Administration 19 

Financing ^9 

State Administration 19 

Chapter 2~Stalc Analysis of Selected Medicaid Benefits Related lo Alcohol, 

Drug Abuse, and Mental Health Prevention and Trcatment ... 21 

Mandatory Benefit Categories 21 

Early and Periodic Screening, Diagnosis, and Treatment 

forChiki -en Aged 21 and Under 21 

Phy^dan Servkcs 23 

Outpatient Hospital Services 24 

Inpatient H(»»pital Services 24 

Optional Benefit Categories 25 

Clinic Services 25 

Rehabilitative Services 26 

Other licensed Practitioner Services 28 

I^n^nal Care Services 29 

Inpatient Psychiatric Services for Individuals 

Under 21 Years 29 

Tainted Case Mai^gcnKnt 30 

Out-of-Stalc Inpatient Psychiatric Benefits [31 

Chapter 3— Cbnclu^ons and RecDmn¥nidations . 33 

Appendix A: Tables Presenting the Results of a 50-Statc Survey of State 

Medicaid Coverage Fblic^ and Practices 37 

Appendix Table 1: EPSDT Per ;odidty Schedules in Stale Medicaid 

Periodicity Schedule, as of June 30, 1989 37 

Appendix Table 2: State Restrictions on Physician and Psychiatrist 

Visits, as ofjune 30, 1989 39 



ERIC 



5 



iii 



Contents 



Appendix Tabic 3: State Cbvcii^ of Outpatient Mental Health 
Services in Gemal and FsydUatric Hospitals, 
asofJuneSai^ 42 

Appendix Table 4: State Coverage of Outpatient Substance Abuse 
Sovioes in General ami PSydtiatrk Hos}^tals, 
asof June 3a 1989 45 

Appendix Table 5: State Coverage oMnpatientPsydiiatric and 

Substance Atnise Services in Gcnieral Ko^tals, 

as of June 30, 1989 47 

Appendix Table 6: State Covtrage of Mental Health Qinic Services, 

as of June 3a 1989 49 

Appendix Table 7: State Coverage of Substance Abuse Clinic Services, 

asof Jui»3a 1989 51 

A0X>ndix TaWc 8: Slate Cbven^ of Mimtal Health Rch^ilitativc 

Services, as of June 30, 1989 52 

Af^xndix Table 9: State Covoage of Substance Atmse Rdiabilitative 

Services, as of June 3a 1<»9 53 

Appendix Table 10: Slate Covora^ of Other Licensed Practitioner 

Services, as of June 30, 1989 54 

Appendix Table 1 1 : Slate Coverage of Inpatient I^ychiatric Facilities 

for Individuals Under 21, as of June 30, 1989 56 

Appendix Table 12: Slate Coverage of Targeted Case Management 
Services for Children and Adolescents with 
Mental Health or Substance Abuse Prt*Irans, 
as of June 30, 1989 58 

Appendix Table 13: Slate Coverage of Out-of-State Inpatient Psychiatric 

Services,a5of June 30, 1989 59 

Appendix B: Glossaries 63 

Glossary 1: Medicaid Terms 63 

Glossary 2: Abbreviations 66 

Endnotes 67 



6' 

ERIC'' 



Acknowledgments 



We appreciate the 
comn^tsand 
suggestions 
provided by 
Herman 
Dicsenhaus of the Office for 
Treatment Improvement; Albert 
Woodward of the National 
Institute on Drug Abuse; Judy 
Katz-Leavey, Ira Lourie, Kelly 
Kcllehcr, and Paul Widem of the 
National Institute of Mental 
Health; and Sybil Goldman, Don 
Kates, and Beth Stroul of the 
CASSP Trchnical Assistance Center 



at the Georgetown University 
Child Development Center. 

In addition, we wish to express 
our appreciation to the many 
people at ^ate Medicaid agencies 
who contributed to this projocl by 
taking time to respond to our 
lengthy telephone survey and 
followup questions. A special thank 
you is due to P.iul Newachcck of 
the Institute for Health Policy 
Studies at the University of 
California at San Francisco, who 
analyzed data for the report and 
reviewed an early draft. 



ERIC 



Foreword 



TIk; la^ dcc^e has been 
marked by significant 
expansion in the 
Medicaid program in 
terms of both digibility 
and the scope of available benefits. 
These changes offer new 
opportunities to finaiKe mental 
health and substance abuse services 
for low-income children and 
adolescents in communities 
throughout the United Stales. 

Increasingly, Slates and localities 
have expressed an interest in 
obtaining detailed information 
about how Medicaid can be used to 
covr a wider array of services, 
providers, and settings. They have 
also requested information on 
innovative Medicaid finandng 
strategics used by SLites to pay for 
the full continuum of nwntal health 
and substano? abuse prevention, 
intervention, and treatment 
prograns. 

In n^ponso, the Alcohol, Drug 
Abuse, and Mental Health 
Administration requested Fox 
Health Policy Consultants and 
McManus Health Policy, Inc., to 
prepare this technical aissistancc 
report, which provide an overview 
of Medicaid coverage policies for 



mental health and substance abuse 
services. Hiis rqx»l contains 
backgrouiKi information on the 
Medicaid child and adolc^nt 
population, explains key 
components of tlw Medicaid 
program, and also includes a status 
report on States' current Medicaid 
eligibility ami service coverage 
policies. Perhaps most important, 
the report offers guidance on all of 
the Medicaid financing 
opportunities available to States to 
meet their mental health and 
substance abuse treatment 
objectives. 

I hope that this report will 
stimulate greater understanding 
and coordination among State 
alcohol, drug abuse, mental health, 
and Medicaid programs. 1 believe 
that, as these agencies develop 
greater knowledge of one another's 
program requirements, significant 
improvenKMits can be made in 
financing needed services for our 
Nation's grcat<»t resource— its 
youth. 

BenyJ. Primm,M.D. 
A^odate Administrator 
for Treatment Improvcnwnt 
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Executive Summary 



States, in recent years, have 
focused increasing 
attention on ways to 
expand and improve 
services for youth who 
have, or aie at risk for, en^>tional or 
sub^ance abuse pn^^ms* As part 
of this effort. State mmtaA health 
am! substaxKe abuse programs are 
seeking Approa^^ to maximize 
available sources erf financing tci 
support evdving prevention and 
tieatn^t service S3^stems for 
diildreru 

State Medicaid programs, at the 
same tinte, have demonstrated an 
iiwneaseJ willingi^ss to Im^en 
the scc^ of services tl^ reimburse 
ami to play the fmma/y role in 
flnandr^ tealth care services for 
poor children. Ccmgress, through 
recently enacted changes in the 
Federal Medicaid statute, has 
strengthened this role by extending 
Medicaid eligibility to greater 
numbers of young, poor children 
arnl mandatirtg that all these eligible 
children luve access to a wider 
range of benefits for medically 
rwcessary services. 

This report provides State 
alco)K>l, drug abuse, and mental 
health program adnUriistrators and 
other policymakers with an 
explr Ation of t)^ basic structure of 
the Federal Medicaid prt^am and 
cu *Tent information on tti^ 
availability of Medicaid covereige 
for mental health ar^ substance 
alnise prevention and treatn^t 
SCTvices across States. The report 
places q^edal emphasis on 
innovative approacl^ that either 
have been or could be used 
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States to imjmve Medicaid 
oovc»*a^ of reeded services. In 
reviewing gaps and of^rtunities 
in Medicaid reimbursermmt for 
children's mimta! h^\th and 
substarKe abuse treabiMfnt services, 
the report examines the following 
questions: 

1. What are tte characteristics and 
service needs of diildr^ 
receiving Medicaid? 

Z How do children become 
el^ble fm Medicaid Ixmefits? 

3. What typ^ of services can State 
Medicaid {^og^ms reimburse? 

4. How are State Medicaid 
progran^ financed and 
administered? 

5. What Medicaid services are 
federally marKlated and how 
do States use tl^m to serve 
children with mental health 
and sub^noe abuse pn^lems? 

6. What services may States cover 
at their o%vn o}Hion and to what 
extent ane these t^eneBts 
available to children with 
n^tal health ami substance 
abuse problems? 

7. How might State Medicakl 
reimbursement of m<mtal 
health arul sut^tarKe atnise 
treatment %rvices for children 
be improved? 

Data for this tepoH come primarily 
from a teleplu)!^ survey of Slate 
Medicaid agemy staff cor^ucted by 
Box Health Policy Consultants and 
McManus Health Poltey, Inc., in the 
^ringandwmn^of 15^* All 
State Medicaid survey data are 
current as of Juite1%9* D^tafrom 
the March 1989 Current Population 
Survey also are used to estimate the 
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number and characteristics of 
children with Medicaid coverage. 

Because mapr changes in the 
Federal Medicaid statute were 
made t^y tlH7 Omnibus Budget 
Recomnliation Act of 1989 after our 
survey was completed, we also 
descrilx^ arnl evaluate its impact on 
State Medicaid coverage policies 
with respect to nmital health and 
substarKe abuse services for 
duldren« We focus in particular on 
the expanded bcMtefits required as 
part <rf States' Eariy and Periodic 
Screening, EKagnosis, and 
Treatment program (EP5DT). 

What Are the 
Characteristics and 
Service Needs of 
Qiildxen 
Receiving 
Medicaid? 

Nearly 11 million youths underage 
21 were enrolled in the Medicaid 
program in Very young 
(under age 5h very poor (under 
50 percent of the Federal poverty 
level), minority, and rural children, 
ttose in ^ngfa^pai^nt households, 
those w\wse parents have not 
completed high school, those living 
in the Northc^tral or Nortl^^ast 
regions, and Uiose with health 
problems are nK^t likely to be 
Medicaid recipient, 

Medicaidnmrolled children who 
manifest or are at risk for n^ntal 
health or sul>^r^ abuse problems 
require a range of j^rallcl services, 

1 
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from asseanront and short-temr 
oouns^ng to residential treatment 
(seeti^4). S^vioesmaybe 
iweded in a vari^of settii^ 
iiKludii^ the home, and may need 
to be furnisl^ by a rai^ of 
providers. 

How Do Children 
Become Eligible 
for Medicaid 
Benefits? 

Medicaid cligibiHty policies, which 
are quite complex, essentially 
provide three avenues to Medicaid 
bcrarfits. Childrot can qualify as 
categorically needy reef iMa>ts, as 
recipients not linked to a cash 
assistance prog^m, and as 
medically needy recipients. 

The catc^rically needy program 
is made up primarily of individuals 
who receive cash assistance umler 
the Add to Families with Dependent 
Children (AFDC) i^xigram. Also 
included are individuals receiving 
cash benefits uiuJer the 
Supplemental Security Income (SSI) 
program, children for whom 
payments are being made under 
the Federal foster care or adoption 
assistance programs, and children 
aged 6 wl^ meet the financial, but 
not the categorioil, criteria for AFDC 
payments, ^hcr categorically 
related groups may be covered at a 
State's option. 

Colain additional groups of 
infants ami diikiren who arc not 
related to any cash assistance 
program can qualify for Medicaid 
as a result of legislation (mactcd by 
Congress over the past several 
ycar& Mandatoiy coverage now 
cxi^ for all children up to age 6 
with family incomes up to 133 
percent of the Federal poverty level. 
Covcfage is optional for all childnm 
up to age 7 wit!i fan^ly inconws up 
to 100 pero^'.c of the poverty level 
and to infants with fomily inromes 
above 133 percent, but at or below 
185 percent of tte poverty levd. 
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The n^kally iwedy program, an 
optional program op^ted by 36 
States, extends eUg&rfUty to low- 
income individuals who meet the 
categorical, but not the financial 
critoia for cash assistance. AStete 
may indude individuals witii 
incomts up to 133 1 /3 percent of 
the AFDC etigiUlity cutoff for a 
similariy ^zed fandly and also 
odier individuab if dieir medical 
expenses are eun;^ to reduce 
tteir ctmntable inctmw bdow tlw 
nK>diailly needy s^ndaid. 

What Types of 
Services Can State 
Medicaid 
Programs 
Reimbui^e? 

Federal Medicaid law establisht^ a 
core of seven bemsfits (sudi as 
inpatient saviccs ami physocian 
services) that States are required to 
provide and more than a dozen 
other berofits (»idi as clinic 
services, independent practitioner 
services, rehabilitative services, and 
case nuinagemcnt) that ^tcs tmy 
provide at thdr option. Through 
these benefit categories, Medicaid 
offers significant flexibility in the 
types of services that may be 
reimbursed, the settings in which 
thcT)^ may be fumis)^, ami the types 
of providers who may furnish them. 

States are free, within broad 
FcdOTal guideline to e«^blish the 
anK>unt, duration, and scope of 
services they will cover under a 
benefit category. In »lditkm, they 
may imp(»e jator authorization or 
other utilisation revi^ requirements. 

State Medicaid prognuns also 
may estaWish provider qualifications 
for each scrvke iiwy rrinU>ur9e. 
Federal law requires howeva*, that 
the qualifications be reasonably 
related to the alHlity to furnish the 
particular service. 

Further, ^tes are permitted, 
with sonw excef^ons&r to determine 
the reimbursement methodologies 



their Medicaid programs will use, 
as long as three ba^ requirerr«nts 
are met Rrst piD\l(ten must aooept 
tte Medicaki paymott as payment 
in full. Second, hifedkaldnuistbe 
the payer of l«}t resort Third, 
Medicaid payments must be 
iKtequate to assure ecotu>mical, 
evident ard quality care. 

How Are State 
Medicaid 
Programs 
Financed and 
Administered? 

Medicaid is financed and 
administered jointly by Federal and 
State governments. Federal law 
basically dictates how the pn^m 
is financed, but States enjoy sigi^fkant 
authority in its administration. 

The formula used to calculate the 
Federal ^re of State Medicaid 
program costs is based on a State's 
per capita iiwome and ranges from 
50to80percent The Federal share 
of State administrative costs is tte 
same across all States— generally 
SOpCTcent 

^le »lministratk>n of the 
Mei&akl {migram is the 
rc^xm^lity of a sir^e designated 
agemy. Each ^te also has a 
Medicaki medical adviscny group 
that includes provider and consumer 
rq^^esentatives. Each State ctevdops 
a State Medkaid plan, dcscn^ng 
^giHlity, b^iefiits, r^n^ursemcnt 
and admbii^tive polices. The plan 
mu^ beai^mved by the Health 
Care Finandi^ Admini<4ration 
(HQ^A) and can be nEr«rised at any 
time with HCFA approval 

How Do States 
Use Federally 
Mandated Services 
To Serve Children? 

The bet»fits Slates are fedoally 
required to fffovide under 
Medicaid indude four of particular 
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importance for children with 
mem^ h^d) and nd^iance abuse 
fHot^ems: outpatient hospital 
senrkes, ii^tient ho^tai services, 
pl^sidan servtoe^r and EF^. 
Oar survty revraled the following 



policies under of these benefits: 

• Outpattent hc^tal services for 
both mental healft and substance 
abuse treatmait are provided 
widiout Umits in about half the 
State*. Coverage indudes partial 
hospitalization services for 
emotkmally disturbed children in 
over a doz«i States and for 
sub^ancesibusingdiildrcn in 
five States. 

• Inpatient tospital services are 
{divided without limits in about 
half the States. Cbveragein 
neaiiy all States includes mental 
hralth and substance abuse 
treatn^t in inpatioit units, 
although re^n^ursen^t of 
substaiKe abuse treatment in 
im»t Stats is limited tu 
detoxificatkin. 

• Phyddan services are provided 
without limits in nearly two- 
thirds of States, which, however, 
sometimes jirfaa greater 
restiictions on p^rdiiatrists^ 
services than on the services of 
mher physicians. Benefits in over 
half the States include services 
furnished by practitioners working 
automm^usly but supervised by 
fi^y^ians, such as nurse 
pfactitiomTS and dinical sodal 
worlcers. 

• States^ for the most part, have not 
used the EPSDT program's 
potoitial for providing ^xxializod 
screening or augmented 
diagnostic and treatment benefits 
to children with mental health or 
sub^aiKe abuse problems. 

What Optional 
Benefits Are 
Available? 

The benefits States may cover at 
their option irarlude several that arc 
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needed lo treat children %vith 
emotional or substance abuse 
fm^tdems; dinic services, 
ic^li^iUtative service^ ofiier 
licensed practition^ services, 
p^^simal ^ne »>rvioeSr inpattent 
psychiatrk fedUty services for 
p«3ons up to age 2, and targeted 
caseman^genwntsavkes. States 
Have ^nictured oov«age of 
childmi's mental health and 
substance abuse treatment services 
uraier ftese b&n^t categories in the 
following ways: 

• ^tes use the dinic services 
benefit to rdmburse servkes 
fumistuxl by n^tal l^lth 
dinics^ sub^nce abuse diniis, 
and school clinics, among others. 
Mental health clinic services are 
reimbursed in over three-fourths 
of all States. Over half of these 
States do so potentially i^thout 
limits, and more than two-thirds 
include coverage few day 
trcatnrtent. Substance abuse clinic 
services are covered in less than a 
quarter of States. While all but 
one of the States provide 
potentially unlimited covera^, 
only about half reimburse alcohol 
abuse trratment. School dinics 
are directly reimbursed for 
services in only two States, 
although additional States 
rein^ui^e tl^se dinics indirectly 
by reimbursing another provider 
type that operates the dinic, such 
as a community health center, or 
the iralividual practitioiwrs who 
furnish the services. 

• The rehabilitative smices benefit 
is u%d in only a do^ Slates to 
reimburse mental health services 
and in even fewer fo reimburse 
substance atnise treatment 
services. Mental health 
rehabilitative servkses are 
availal^ on an unlimited basis in 
three-fourths of the States with 
coverage, and the benefit 
generally indudes day treatment. 
Substance abuse rdwbilitative 
services are unlimited in over 
half the States, but only half 
provide day treatn^t 
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• The otiier Ucraised {munitioner 
services bon^t can be used te 
rdn^rse smrices fumisl^ by 
liceiuffid psydvrfogisfts and 
dinical sodal worfcersi, among 
otho^ Psychok^^are 
reimbursed in half the States, but 
dinical social workers are 
reimbursed in only two. Half the 
States covering each type of 
practitioner, however, do so 
fvithout limits. 

• The personal care services boicfit 
is u^ to fmy for service to 
persons with nH>ntaI health 
problems in only a few States. 
The benefit is used ina limited 
way by these States to augment 
payment for services fumislwd to 
pnsons in fostCT care, supervised 
living arrangements, or board 
and care homes. 

• The inpatient psychiatric services 
bci^t for individuals uiKler age 
21 is jMovided by almost 
three^arters of States, usually 
Mrithout limits. Most of these 
Slates reimburse only traditional 
freestanding psydiiatric 
h(»pitals> Imt only slightly more 
than a quarter reimburee other 
types of fadlities, such as small 
n^dential heatment centers. 
Trcatn^t of substance abuse 
problems is included in the 
coverage in nearly all Stales 
when it is the secondary 
diagiK)sis and in ovct one-third 
wlM^n it is tile primary diagnosis. 

• The targeted case nunagement 
benefit is used in fower than a 
dozen States to serve children 
with emotional problems. Only a 
handful of States use the benefit 
to serve children with substance 
abuse problems. 

How Might 
Medicaid 
Reimbursement 
Be Improved? 

States overall have not made 
optimal use of Medicaid as a 
financer of nwntal health and 
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sutetance abuse services for 
children. Although a number of 
States have structured titcir 
Medicaid benefits to allow 
ffrimlHirsanent of innovative 
services delivered in a child's 
home, school or other nonclinic 
site, many ethers still c»npha»zc 
traditional inpatient and 
dinic4>ased services in their 
coverage polk:i<^ 

State program administrators 
slv}u}d examiiw Medicaid 
mandatory and optional berK*f!t 
policies carefully to understand 
how they can be used in various 



comWnations to provide coverage 
for a hill continuum of services in a 
variety of settings. States should 
focixs on the mandatory EPSDT 
benefit in particular, as a means of 
supporting prevention, early 
intervention, and treatment 
activities. Given recent Federal 
mandates that require increased 
screening under the program and 
greater coverage of diagnostic and 
treatment services, tiie EPSDT 
program should increase greatly in 
usf^lness. 

The to making necessary 
changes in a State's Medicaid 



coven^ polteies is collaboration 
amot^ State Medicaid, mental 
tealth, and sub^aiKe abuse 
program stal^ Once programs 
undei stand one another's 
requirements, a number of 
improvements in %rvioe delivery 
and finarKring are possible, 
including cooperation in 
developing screening and referral 
protocols, designating case 
management re^xm^bility, 
establishing provider qualifications, 
and operating prior authorization 
programs. 
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TMs report poTsonts a 
doited analysis of 
Medicaid financing of 
mental health and 
substance atm%^ 
Fwevraitton mA trratment services 
ftH-ddldien.^ ^te Medicaid 
inogram staff in each 01 die 50 
States and the CHstrict of Cblumbia' 
wmintovietved by telephone in 
1989 Fwt Health PbUcy 
CtasuHanteand McManus Health 
Policy, Inc. Although nve provide 
bad^gnmnd infomation on 
el%iUUty, reindmrsment, 
financing, and administration, this 
repent focuses primarily on 
Medicaid benefit policies. 

A previous study on Medicaid 
el^toty and benefits for severely 
emotimiany disturbed cMldien, 
eitfUed An £>;|^ti0n ofMa^aad 
and Its Role ir* Firrnidng rrmtmmt 
for Seondy Ematiomlfy Disturbed 
CkSdren and Adokscmta,^ was 
prqmd in 1987 by Fox Health 
Fdky Consultants fb' the 
Geoi^etown University Child 
Devdtopmenl Center with funding 
from Child and Adolescent 
Seivioe System Program (CA^P), 
National Institute of Mental Health. 
Fox and Yoshpe surveyed each 
Slate's MedfeakI agency to 
determine coverage of numerous 
Modkaid benefits. These inchided 
four mandatoiy services nK»^u] 
outpatient services^ hospital 
inpatient services, physician 
servioea^and the Early and Periodic 
Son^^ Diagnosia, and IVeatment 
lEPSDTl progiam) and five 
optional services (dinic services, 
medical or other remedial care 
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provided by Ucoised practitioners, 
ouse managen^t ^rvk:», 
prescription drugs, and psychiatric 
facility services) for individuals 
uiukrr21. The analyses was 
supplen^ted in 1989 with a report 
on mmtal health rehal»litative 
services.* 

This r^rt updates information 
from the eariier reports and 
iiKludes benefits for out-<tf -State 
inpatient p^hiatric placments. It 
abo ocH^kkrs die needs d a IsiMKiter 
populaticmofchildrc- . includir^ 
grcRips at risk for n^tal health and 
sul»taiKe abuse problems. 

Since our survey was con^teted, 
the Omnibus Bud^ Reconciliation 
Act of 1989 (OBRA W) was 
enacted. This historic law 
mandates s^nificant expansions in 
both Medicaki eUgibUity and 
bendits affecting children. Asa 
result, State Medicaid programs 
may be in tfie process of expanding 
their coverage policies for children 
under the EP^bemfit We have 
incorporated relevant OBRA '89 
chai^ and their implications in 
the text. 

This report is intended to assist 
prinnarily State, Init also Federal and 
kxal, substance alnise axKl mental 
health £fl:ency staff in their dforts to 
use Medii3id more efiectivdy as a 
scmroe of payment for smioes to 
low-income childrea Readers 
should be cautioned, however, that 
Medicaki, like private insunance;, %viU 
sddom serve as the sole source of 
payment for all mental health and 
substance abuse services detivcrcd to 
poor children because certain 
nontherapeutk intmcndons (siKh 
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as educationa] or vocational services) 
and certain unlicensed pro videre 
with no rdationsMp to a dink: CM* 
odieroiganized setting cannot be 
reimbursed. MuIt^finKiii^ 
sourees win ccmtiniie to be esrati^ 
for I»ovidii^ a fun range of mental 
health aiKi substance ahise 
pneventkm and treatmoit sovuxs. 

This rqxMl is organized into 
three chaptCTS. 

• Chapter 1 |Ht»vides basic 
information on the duunacteristics 
of Medkraid-«nrtdled children, 
the mental health ard substance 
abuse servic? raeds for youth, 
and tl% requiren^ts and 
operaticm dr die Medkaki program 

• Chapter 2 presents background 
material cm ihe waj^ in which 
Medicaid's maraiatoiy and 
optional b^^to can be and are 
used bySts*"s to reimburse 
pseventton a.id treatment servkss 
for children with mental health 
or mbstance abuse problons. 

• Chapter 3 assesses Ite 
significance of the State Medicaid 
survey results ami presents 
recomn^raiations for improved 
use of Siate MedkakI benefits as 
a finarering mechanism for 
chiWren's mental health and 
subftoiKs abuse services. 

Tf^ report also iiKludes two 
appendixes. Appendix A contains 
tables presenting the reailts of our 
50-Stato survey of Medicaid 
coverage policies for children's 
mental he^th ami Mibstance abuse 
services, and Appendix B contains 
two gfo^aries— one of ctmunon 
Medkaid (ems and one of 
abbreviations used in this report. 

5 



Chapter 1 — ^Background on the 
Medicaid Child and Adolescent 
Population and Key Components 
of the Medicaid Program 



EffOTts to iin]>n>vc 
Medicaid's nde in 
financing numtal health 
and subslaiwe abuse 
treatment services for 
children are aided by a basic 
understanding of the Medicaid 
pogram and the cJiildren it covcts. 
Mental health and substaiKc abuse 
program administrators, for 
example, need to know what 
pn^rtion of the child population 
isa^ to bc€»irollcd in Medicaid 
and what Federal or State policies 
limit the types of services that 
Medicaid can ramburse. 

This chaptCT attempts to provide 
iinswers to these and other basic 
questions. It begins with an 
examination of the characteristics of 
children oovcro'i by Medicaid and 
the nature oi the comprchenave 
service systen^ that tr^t these 
children when they develop 
cnv}tional or substanre abuse 
problems. The chapter continues 
tviUi a description of the Medicaid 
eligibility, benefit, and 
reimtnirsement policies that 
determine the extent to which 
coverage for particular services will 
be available, am] it concludes with 
an overview of how the Medicaid 
fHogram is financed and 
administered. 

Characteristics and 
Service Needs of 
Recipients 

Only 535 percent of children under 
age 21 and below the poverty level 
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were enrolled in Medicaid in 19887 
The diildren most likely to be 
covered by Medicaid were ages 5 
and umto, the veiy poor (those 
with family incon^ betow 50 
percent of the Federal poverty 
level), th{^ reading in sin^ 
parent househcdds, miranities, 
those wIk^ paraits haw: iu>t 
graduated from hig|) sdiool, those 
living in the Northea^ or 
Northcentral regions, and ttiose 
from rural areas. Research on 
Medicaid redfHent characteristics 
has revealed also that children with 
health problems are rmm likely to 
be covered by Medicaid than those 
without healtii problems.^ 

Despite Medicaid's failure to 
cover all poor children, nearly 1 1 
million youth 21 and uraier 
were covered by this important 
health care flnandi^ n^diani^ in 
1988.' Th^ aooninted for fi» nwny 
as half of all Medkaid recipients, 
but because of their relativdy low 
service co^, repres^ted only 20 
percent of all Medicaid vendor 
payments. The average per-child 
expenditure in 1988 was $865, 
compared with $3^58 pa adult. 
Medicaid represents an extrenwly 
important source of financing for 
low-income dtildren, but only a 
small portion of Medkskl child 
recipients rd> sn costly health 
services, such as hospital care or 
long-term ii^tutional servkes. 

Medicaid-enrolled children who 
manifie^ are at risk for nwi^ 
l^lth or substance abuse prions 
need various and parallel services 
for which Medicaid can provide 
rein^rsement. These treatment 
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services ^pan a full continuinnof 
care and indude assessment and 
siK>rt-tCTm couns^i^ at one end 
and re^ential treatment at the 
other. In the middle are a variety of 
intensive therapeutic interventions 
that may be furnished in traditional 
settings such as clinics, hospital 
outpatient departments^ or 
individual practitimers' offices. Fbr 
some children, therapeutic 
interventkms may also be offiered in 
the child's home or throu^ 
specialized foster care, family 
preservation program^ group 
living arrangements, day treatment 
prc^ams, and after-sctod 
prc^anw.'*' 

Because the Health Care Financing 
Administration (HCFA) maly^ 
Medicaki servkse data aocoodii^ to 
benefit categortes and not diagnostic 
codes, national utilizatton and 
expenditure infomration on servkes 
to Medksdd-enroSed ddUnn with 
mental h^th and substance abuse 
probtems is not availaUe." A 
niunbo* of States however, are 
begini^ to detect data on the use 
and cost of mental healdi and 
substance abuse SCTvtees for their 
own purposes. 

Medicaid's 
Eligibility, 
Benefit, and 

Reimbursement 
Policies 

Federal law has established 
requirements and policies that set 

7 



BadKground aiui Key G>in|xments 



the pMBmeters for who can receive 
Medtoaid bowfits, what fliose 
bov^tscan be, and how beasts 
on ber^ndnnsed. WidOn tee 
bio^ Inderal guktelims^ howevCT, 
States have sij^iifkant flexibUity in 



requirements &at may substantially 
nanov/ the avaik^iUty of Medicaid 
reinOmrseinent for specific groups 
andservfa:es. 

Thefoltowing sections set forth 
baskiFotoral requiveinaitsand 
State ofHions in tiie aieas 
Medicaid d^gibUity, benefits, and 
reinburseniratt With respect to 
dig^UUty and reimbursenient, 
these sections also provide some 
infonnatkm on actual State 
pmAcei. Detailed infbnnation on 
State pmtk:» in the area of 
benefits is |Mt)vided in chapter 2. 

EUg^biHty 

Bigibility poUcy under Medicaid is 
eMceedir^y complex, particularly 
Witt reflect to a State's income and 
resource standaids. The f ollo%ving 
discusslcm i^ovides a br^ overview 
of the three ways in which diildren 
can qualify for Medicaid coverage: 
as categorically needy recipients, as 
ledptoits not linked to a cash 
progranv and as medically needy 
recipients. Chart 1 presents this 
information graphically. 

The CMegoricdly Needy 
Pngnttn 

The categorically needy jnogram is 
oomposed largely of individuals 
who either receive Akl to Families 
Witt Dependent Children ( AFDO 
or Supplemental Security Income 
iSSl) or who are categorically 
rdated to one of the cash assistence 
programs. The categorically related 
groups may be mandatory 
(reqidred by Federal law) or 
vptionsi (covered at tte discretion 
of tte State). Approximately 165 
million individuals were avolled 
in Medicaid as categorically needy 
cash-oKistanoe-linked in 
Acconfii^ to HCFA data." 

The AFDC Grmtp*, Children who 
must be provitkd Medicaid 



covera^ as AFDC-linked 
categoricaUy needy recipients fall 
into WM? of three ^ups. These 

inchide 

• alldiildrQireorivingcadt 
benefits under the AFDC 
program fnOe IV, Part A of the 
Sodal Security Act>— those under 
18 who live in a family in which 
oitt parent is dead, incapacitated, 
or absent(or, as of OctcAer 1, 
1990, a family in whidi the 
principal wa^^«anier is 
unoi^^yyedr'and who tl^ 
income and resource standards 
spedfted in the State's AFDC 

• all children for whom payments 
are beii^ made under tlw foster 
care or adoption asastance 
program ffifle IV, Part E of the 
Social Security Act)— those in a 
family foster home or child care 
institu ton wlw odwrwise would 
be eligit^ for AFDC payments 
and those adopted who have 
special needs and who dlher 
n»ct the requirements for SSI or 
otherwise would be eligible for 
AFDQand 

• all children aged 6 who meet the 
State's financial criteria for 
AFDC but not the definition of 
-dependrait child."'* 

At State discretion. Medicaid 
bcne6ts also may be extended to 
certain other AFDC-related groups 
of chiklren. Tt^ mo^ significant of 
the State opttons is the ability to 
extend Medkaki eUgibiUty to all 
the so-called lUbicoff 
children"— those who meet the 
State's financial criteria for AFDC 
but live in two-parent families'^ or 
are not otherwise considered 
depenctent. States may cover either 
an financially digil:^ diiklren from 
age 7 to age 18, 19, 20, or 21 or oite 
or more reasonable dassificattons 
of financially digible children up to 
age 18, 19, ^ a* 21, such as those in 
foster homes, subsidized adoptions, 
psydiiatric institutions, or 
intermediate care facilities, as 
^wn in table 1. 

The other ma|or optional groups 
of AFDC-related children are these: 
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• alldriUlrenwhoaredigiblcfor, 
but whose families have not 
applkd for, AFDC benefits; 

• all children wito are eligiWe 
under the AFDC program except 
for their institutional status; 

• aU d\jldTOt who would be 
eligible for AFDC payments if the 
State's program were as broad as 
F^eral law allows (that is, if it 
included diildren aged 18 who 
r^;ularly attend school); ami 

• as of September 30, 1990, an 
diildren aged 7 who tbsxX the 
State's financial criteria for AFDC 
but not tl^ definition of 
"dependent child." 

In addition to State differences in 
categorical Medicaid polides, there 
is wide variation in the inconw and 
resource standards that States use. 
Income eligibility for Medicaid 
typicaUy is determined by a State's 
AFDC payment level. (Individuals 
are not eligible for AFDC benefits 
unlc^ their countable income falls 
below the amount that may be paid 
to them.) Since the AFDC payment 
level aCTOK States averages less 
than 50 percent of the Federal 
poverty level, a substantial 
proportion of poor children and 
adolescents are excluded from 
Medicaid. As table 2 shows, 48 
States set their AFDC payment 
level at or below 75 percent of tlw 
Federal poverty levd, 34 Stales ai 
or below 50 pcrrenl of tte poverty 
level, and 4 States at or below 25 
percent of the poverty Icwl. 

The SSI Croups. Children recdving 
SSI benefits, unlike those recdving 
AFDC are not granted mandatory 
e. igibUity ^tus for Medicaid. 
Federal law pmnits States to selcd 
one of two Medicaid coverage 
options witt regard to ^I 
redpients: 

• they nuy make aU SSI redpients 
eligible ami, at tl^ discretion, 
also provide Medicaid bei^its to 
imiividuals recdving only 
opUonal State supplmnentary ^I 
payments, or 

• they may linut Medicaid 
eligibflity to individuals who meet 



INCOME 
LEVELS 



185% Of FEDERAL 
POVERTY LEVEL 
($1.628 /MONTH FOR 
FAMJLYW THREE)* 



133% OF FEDERAL 
POVERTY LEVEL 
($1 170 /MONTH FOR 
FAMILY OF THREE)* 

100% OF FEDERAL 
POVERTY LEVEL 
($880 /MONTH FOR 
FAMILY OF THREE)* 

SSI IfCOME 
STANDARD 
{$»» / MONTH 
FOR INDIVIDUAL) 

l33%OFAFDC 

INCOME 

STANDARD 

AFDC INCOME 
STANDARD 
{AV- $406 /MONTH 
FOP FAMILY 
OF THREE)* 



Chart 1 : 

BASIC MANDATORY and OPTIONAL MEDICAID CATEGORIES 

for CHILDREN 



KEY: 

Manddtofy C?«egoricaHy 
Nt«dy Eiigtbtlity 

Opiiona! Categoncafly 
^teedy Eljgibfjjly 

Minimum Mf?dicaiiy 
Neady EiigibHiiy 

C^tonal Medically 
Needy Eligibilrty 



CATEGORIES 
OF CHILDREN 



•CURRENT AS OF JUNE 1990 




Pfspared by: FOX HEALTH POLICV CONSULTAfJTS. JULY 1990 
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B^tgnmi^ and Key Components 



Covexage of Optiimal Child Categorigs 



State 


AU Children to 

Age ±Of 19, 211, 

or 21 


ReMoaiabIc Cal^tnics to Age 19, 19,r ^ c»21 


psvchiatric 
Inkitntion 


ICF/MR* 


Care 


Adoption 


Other 


Alabama 




IP 




18 






Alaslca 


21 












Arizona 


N/A 


N/A 


N/A 


KT / A 
N/A 


KI / A 

nl/ A 


IN/A 


Arkansas 


18 












CaUfomia 


21 












Colorado 




21 


21 


21 






Connecticut 


21 












Oris wan* 








21 


21 




E^trictof 














Columbia** 


21 












Florida 


21 












Georgia 


18 












Hawaii 


18 




19 


21 


21 




Idaho 









21 


21 




Illinois 


18 












Indiana 


— 


21 








20^ 


lov^a 


21 












Kansas 


18 


21 


21 


21 


21 




Kentucky 


18 


21* 




19^ 






Louisiana 


— 






18 






Maine 


21 












Maryland 


21 












Massachusetts 


21 












Michigan 


21 












Minnesota 


21 












Misci^ppi 


18 






21 


21 




Missouri 


21 












Montana 








21 






Nebraska 


21 












Nevada 






19 


19 


19 




New 














Hampshire 










195 




Newjeiscy 


21 












New Mexico 








18 


IS 




New York 


21 












North Carolina 


21 













IS 



Bad^^nd and Key Con^xments 



Tia>Iel(Cfmt) 
Coverage of Optfonal Child Ctf egories 



State 


AUChUdrento 

Age x^g 
or 21 


Reasmablc Cat^ories to Age 1^ 19, 20^ i» 21 


Psvchialric 
Institution 




Foster 
Care 


AdoDtion 


Other 


North Dakota 


21 












Ohio 


21 












C^dahoma 














Oregpn 




21 


21 


21 


21 

mm a 




F^nn^lvania 


21 












Rhode I^nd 






19 


19^ 






South Carolina 


18 






21 






South Dakota 


— 






18 


18 




Timncsscc 


21 





^ , 









Texas 


19 












Utah 


18 


21 










Vermont 


21 












Virginia 


21 












Washington 




21 


21 


21 


21 




West Virginia 




21 




IS 


18 




Wisconsin 


18 


21 








21* 


Wyoming 








19^ 


195 





* Imcrmixiiatc Care Fadlity for the Mentally Retarded 

The District of Columbia was considcrcd a State for purposes of this report. 
— a option not used 

^ These arc made up of so-called ''Ribicoff children's—those whose family income meets AHXT standanls but whose family composi- 
tion does not* 

^ AH States except the folk>wing cxteixl AFDC eligibility to childrcHi up to age 18 if they ^ill arc in school nwWng Modkaid 
eligibility for si^h children mandatory: Alabama. Alaska, Arkansas, Delaware, Florkia, Ccoigia, Indiana, Missi^if^i, and Tennessee. 
^ Indiana extends eligibility to children up to age 20 who meet all AFDC requirements except age and children up to age 18 who are 
in the legal custody of county child welfare dgenck*s. 

* Kentucky extends eligibility to children in psychiatric fodlities up to age 21 if they were admitted on or bdbne their 18th birthday. 
^ Kentucky, New Hampshire, Rhode Island, and Wyoming extwtd cl^iWlity to chiUrcn in foster care up to age 19 if they are still en- 
rolled in high school. New Hampshire ami Wyoming also extend eligibility to chikiren up to age 19 in an adojHkm assistance pn>^ 
pam if they are still enrolled in high school 

Wisconsin extends digibility to chikiren up to age 21 who arc in skilled nursing facilities or intermediate care facilities, 

SOURCE: Information obtained by Fox Hwlth Policy Consultants and McManus Health Policy, Inc., through telephone intervtews 
with State Medicaid agency staff during the spring and summer of 1^. 
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Background and Key Components 



Annualized Medicaid Income Standards for Redpiente Higible Under tiie AFPC Program 



State 


r^umttl Mediuid 
QigibiUisrCAFDC-- 
Family of Three) 
($) 


Cumnt l^fedicaid 
Bigibililyasa 
Percentage of die Poverty Lever 


Alabama 


1,416 




Alaska 


10,152 


76.9' 


Arizona 


3,516 


333 


Arkansas 


2,448 


232 


California 


8428 


78.9 


Colorado 


5,052 


47S 


Ccmi^cticut 


6,660 


63.1 


Delaware 


3,996 


37.8 


District of Columbia 


4,908 


465 


Florida 


3,528 


33.4 




4,968 


47.0 


Hawaii 


7,224 


595' 


Idalu> 


3780 


35.8 


niinois 


4,404 


41.7 


Induina 


3^56 


32.7 


Iowa 


4,920 


46.6 


Kansas 


4396 


435 


Kentucky 


6312 


59.8 


Louisiana 


2,280 


21.6 


Maine 


7,824 


74.1 


MarylaiKl 


4,752 


45.0 


Massachusetts 


6,468 


613 


Michigan 


6,900 


653 


Minnesota 


6384 


605 


Mississippi 


4,416 


41.8 


Missouri 


3,468 


32.8 


Montami 


4308 


40.8 


Nebraska 


4368 


41.4 


Nevada 


3,960 


375 


NewHamp^re 


7,116 


67.4 


New Jersey 


5^ 


482 


New Mexico 


3,168 


30.0 


New York 


7,476 


70S 


North Carolina 


3324 


315 


NcHlh Dakota 


4,632 


43.9 


Olio 


3,852 


365 


Oldahoma 


5452 


535 
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Background and Key Components 



T^le2(Cfint} 



Slate 


Cuxient Medicaid 
El%ibUlty(AFDC~ 
Familv of Tliw»)^ 

C$) 


O nent Medicaid 
Eligibility as a 
rucvniage «i use ravuiy fjet^i 
(%) 




5.184 


dQ f 




5052 




r<hode Island 


6516 


A1 7 
Dl»/ 


South Carolina 


5ilM 


47 


South Dakota 


4^24 


ft 


TOTnesscc 


4,644 


44 n 


Texas 


2^ 




Utah 


6,192 


58^ 


Vermont 


7,944 


752 


Virginia 


3,492 


33.1 


Wa^ngton 


6,012 


56.9 


West Virginia 


2,988 


283 


Wisconsin 


6,204 


583 


Wyoming 


4320 


40.9 



!i "^"^ of January 1990. Several States use two or more eligibility levels to reflect njgional differences, seasonal 

differences, or differences in whether applicants have earned or unearned income. The eligibility figures presented in this table are 
considCTKl tlw most representative for these Sutes. 

^ The 1990 Federal poverty guideline for a family of three is $10360 per year. 

Poverty guidelines for Ah ka and Hawaii differ from other States. The poverty guideline foi a family of throe is $13,200 in Alaska 
and $12,150 in Hawaii. 

SOURCE: InformaHon obtained from State Medicaid agency staff by the National Governors' Association in January 1990. 



catt^rical or Hnancial 
rcquircnwnts nK>re rcstncii\« 
than those cstaMished under SSI. 
SSI is a Fedml pn^m that 
provides cash assistance to 
low-iiKon^ persons who are aged, 
blind, or disabled. To receive 
Ixmefits, a child qualifying as 
disabled must be under the age of 
18 and suffer ^nn a phyacal or 
n^tal impairment that has lasted, 
or is expected toUu4,fora 
continuous period of 12 months 
and con^res in severity to an 
impairment Uiat would make an 
adult unable to a^ge in 
subi^tial gainful activity. In 
addition, parental inonro deemed 
available to the diild, after 
allowable family expanse 
deductions, must not exceed the 
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monthly maximum, which is $3^ 
(plus $20 of excluded income). 

States that choc^ to aj^y tmre 
restrictive eligibility criteria than 
those used under the Federal 
program are known as ^XKb) 
States, a refereiKe to the provision 
in the 1972 trill thatestabli^ the 
option. The digibOity oiteria they 
sdect may be more restrk^ve with 
respect to eiOier the disability 
deanitk>n or the income and 
resource standard^ or both. As of 
January 1, 1990,41 States covered 
an disabled chiklren who receive 
Federal SSI cash assi^ance.^^ Of 
these, 19 abo provided digibility to 
disabled children who receive State 
supplements but have hwomes that 
make them indigiUe for Federal 
benefits. The remaining 10 States 
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failed to provkie Medkaki benefits 
to all SSI chikir^ and one of them 
(New Hampshire) did not cover SSI 
child -len at all. 

St?.te9 hai^ the option to cover 
co^in additk>nal giDups of SSL- 
related recipients as well, regardless 
of whkh of die basic SSI coverage 
options they select The most 
^gnificant for chiklren is the Tax 
Equity and Fiscal Keqxmsibility 
Actof 1982CTEFRA'82) 
anKiKiment OfHion to provide 
eligibility to all noninsUtutkmalized 
diikiren ISyesusofa^oryoui^er 
who qualify as disabled but 
otherwise v«mki meet the financial 
criteria for SSI only if they were in a 
medical instihitton «vhere their 
parents' income %vDuki not be 
deemed availaMe to them. To be 
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Background and Key Components 



dig^le under this category, 
dUklrrat must require the level 0/ 
oaie provided in a ho^tal or 
nursd^hmai^ and the estimated 
cost of thdr cnc to tfie Medkaid 
img^am nu^ be tess than it would 
be C(v in^tuticmal care. 

Oher groups of duldren that 
may be covered as SSI-related 
GBtegMkaUy needy recipients 

• disabled irelividuals eUgible for, 
but ncA receiving, S9 payments; 

• disabled individuals who would 
be financially eligible for SSI or 
an optional State supplonent if 
they were not in a n^ical 
institution;^^ and 

• disabled individuals in 
institutions who are eligible 
under a special income level. 

Children Not l inked to a 
Cash Assistance Program 

In recent y^rs, Congress has 
enacted sev^ pteces of legislation 
that have extended mandatory or 
optional Medicaid eligibility to 
groups of infants ami ymii^ 
duldren not eligible for any of the 
cash assistance programs. HCFA 
data indicate that in 1988, 
aj^TTDxiimtely 3.2 million 
individuals were enrolled in 
Medicaid as categorically needy but 
w^ iK>t eligible for any cash 
{^istaiKS prc^m.'* The new 
groups of categorically needy 
TK>nc»sh redp^ts are a>^^red in 
lY^ following ways: 

• all States are mandate to covo' 
childrm up to 6 whose 
family income is no greater thar> 
133 percent of the Fedeial 
povcnty level; 

• States have tlwoptum of covering 
childrai aged 6 (and, as of 
October 1, 1990, aged 7) whose 
family income is no greater than 
100 percent of the FMcral 
poverty level; and 

• States also have tl«(^pHm of 
covering in'^ants (and pregnant 
women) whose family in^me is 
above 133 penmt but at or bdow 
185 percent of tte Federal 
poverty levd. 
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Resouroe and asset testing for 
these groups may be endued 
entire^ but if tests are used for 
infants and diildien, fliey may be 
no more re^rfctive ^n t}K>se 
api^ied uncte AFDC Infants and 
chiliriK) digO^ under diese 
jmvfatons are ei^tiM to tli« same 
bei^t package as cash a^istance 
re ci ^rfe n tSw 

Ihese {HDviskms have 
»gniftcanlly iiHaeased ]^uiiger 
dtikiren's^xessto Medicaid 
benefits by t»reaking the link to the 
ca^assistaiKe(m)grams.Most 
diildrm aged 7 or ol^^ wever, 
still must qualify for AFDC or SSI 
to be eligible fm Medicaid, as 
shown in tabto 3; this stipulation 
leaves large numbers of poor older 
children and adolescents without 
coverage. 

The Medically Needy Program 

The medic^y needy program is a 
State option designed to permit 
Medicakl covera^ of lo w-income 
individuals wtK> n^ the 
categorical, but m>t the financial, 
criteria for cash-assistance-rclatcd 
Medicaid elsgibiHty. States can set 
medically needy income standards 
at levels up to 1^ 1 /3 percent of 
the maximum AFDC payn^ml 
stamlard^^ for similarly ^zed 
families. Individuals w)k> meet this 
iiKome stondard are referred to as 
the ^basd" population (see chart 1 ). 
Through a sp^rni-down provision, 
individuals with incon^ above the 
medically needy stamknl also may 
become eli^le if tl^r medical 
expmses are high c^u^ to reduce 
thdr countable inoon^ bdow tl^r 
nuxlicaliy roedy maximum. Tk^se 
individuals are referred to as tY^ 
"^^pend-down^ popuktim (see 
chart 1 ). Apprmimately 3^ million 
individuals were enrolled in 
Medicaid throuj^ nKdically needy 
programs in 1^9, accoidir^ to 
HCFAdata.^ 

Stat» that choose d« n^ically 
F^edy program optfon are required 
at a minimum to exteml digit>ility 
for ambulatory services to certain 
cate^rtes of diildren who meet 



their income and resource 
standards as medtaiHy needy 
Tte» may im:Iude diikirm up to 
the a^ of 18 who are Anandalfy 
ineli^ble for cash asstolanoe, but 
who meet the categorical 
requirmients for inclusion in cme of 
tl^ programs 

Thirty-s4x States, as well as the 
District of Columbia, currently 
opnate medically needy 
programs.^ Because most States' 
AFDC payment levd is 
significantly tx^w the Federal 
poverty level, lK>wever, the 
medically needy band population 
in these States is composed laigely, 
if not exclusively, erf AFDC^type 
individuals wl^se countable 
income, after child care and other 
allowable deductions, still exceeds 
the payment level. SSI-type 
individuals in these States arc not 
likely to be included in the band at 
all, because raising the AFDC 
payment level by 133 1 /3 percent 
generally does not bring the 
medically needy into a standard 
above the ^I iiKome standards* 

Benefit Design and 
Provider Options 

Medicaid can play a major role in 
financing the wide range of services 
needed by children with emotional 
or substaiKe abuse problems. Many 
of the services can lie covered in 
different sellings, including 
children's hon^ or foster Iwmes, 
schools, and an ar . ay of small 
re^dential troatn^t settings^ as 
well as more traditional clinic and 
psychiatric facility sites> as shown 
in table 4. 

Moreover, Medicaid offm 
significant flexibility in terms of 
who may provide mental health 
and substance abuse services. 
Broad categories of SCTvicra may be 
reimbursed, rcgardtess of wlvther 
th^ are furnished by licensed 
profcsdonals orl)y unlioM^cd or 
paraprofessional providers. 
Ck?neratly, though, reimbursement 
for the services of unlicensed 
^^viders is available only 
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Medicaid Income EUgibiUty for ChUdren aid Adolescents as a Peicenta^e of Poverty, 

as itfA^ 1,1990^ 





11 .a • - 

vnUdKiv Newborn 

Thmnffh ASLt 6 

(%) 


^^a_M J— ^ A a 

ChildicnAged 
(%) 


ChMdienAged 
(%) 


ChildicnAged 
/aaaovcr 
(%) I 




133.0 


133.0 


14 1 


11 1 1 
I4«I 1 


Alaska 


133.0 


133.0 




779 i 


Arizona 


133.0 


133.0 


35.0 


V%f% 1 


Arkansas 


133.0 


133.0 




71 1 


California 


185.0 


133.0 


791 


70 1 t 

f 7*1 t 


Cdorado 


133.0 


133.0 




^7 1 


Omnedticut 


185.0 


133.0 


637 


1 


Delaware 


133.0 


133.0 


39.7 


397 1 


District ol Columbia 


133.0 


133.0 


46.9 


460 1 


Florida 


150.0 


133.0 




%A 7 1 


Gcofpa 


133.0 


133i) 




n o 1 


Hawaii 


185.0 


133.0 


57^ 


i«7ll i 


Idaho 


133.0 


133.0 




% 1 


Illinois 


133.0 


133.0 




mil i 


Indiana 


133.0 


133.0 


344 


n 1 1 


Iowa 


185.0 


133.0 


1000 


17 0 ! 


Kansas 


150.0 


133.0 


47J 


4711 i 


Kentucky 


133.0 


133.0 


26 0 




Louisiana 


133.0 


133.0 


100.0 


77 7 1 


Maine 


185.0 


133.0 


754 


7*54 1 


Maryland 


185.0 


133.0 


450 


4^0 1 


Ma^^usetts 


185.0 


133.0 


69 1 


6Q 1 1 


Michigan 


185.0 


133.0 


68J 


M 7 i 

Oo*x 1 


Minnesota 


185.0 


133.0 


635 


M K t 


Mississippi 


185.0 


133-0 


43 9 


11 Q 1 
^.3.7 1 


Missouri 


133.0 


133.0 


340 


1A f\ 1 


Montana 


133.0 


133.0 


42^ 


A') fi 1 


Nebraska 


133.0 


133.0 


43.4 


111 I 


Nevada 


133.0 


133.0 


1000 


^Ql i 
^yJt 1 


New Hampshire 


133.0 


133.0 


59.2 


592 


New Jersey 


133.0 


133.0 


50.6 


50.6 


New Mexico 


133.0 


133.0 


31.5 


313 


New York 


185.0 


133.0 


643 


643 


North Carolina 


150.0 


133.0 


100.0 


317 


North Dakota 


133.0 


133.0 


46.0 


464) 


Ohk) 


133.0 


133.0 


383 


383 


C^dahoma j 


133.0 


133.0 


562 


562 1 
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Table 3 (ConU 

Medicaid Income EUglbiUty fox Oiildzeii and Adolescents as a PeicenU^e of Poverty, 

as ol April 1,19^^ 



State 


Through Age 6 
(%) 


viiimycii 

lto6 
(%) 


Childxen Aeed 
6 

m 


Children Aged 
7andover 
(%) 




133.0 


133.0 


49.1 


49.1 


Pesmsylvaria 


133.0 


133.0 


45J 


45.8 




185.0 


133.0 


100.0 


61.7 


South Carolina 


185.0 


133.0 


48.1 


48.1 


Soutti Dakota 


133.0 


133.0 


43.7 


43.7 


Tcsutessee 


133.0 


133.0 


435 


435 


Texas 


133.0 


133.0 


21.9 


21.9 


Utah 


133.0 


133.0 


59.9 


59.9 


Vennont 


185.0 


133.0 


loao 


75.0 


Vii^nia 


133.0 


133.0 


34.7 


34.7 


Wa^ngton 


185.0 


133.0 


100.0 


58.7 


West Virginia 


isao 


133.0 


loao 


29.7 


Wisconsin 


133.0 


133.0 


61.7 


61.7 


Wyoming 


133.0 


133.0 


42.9 


42.9 



* The 1990 Federal poverty giiiddine for a family of throe Is SlO^ per y^r. 

SCXJRCE: Fox Health I^licy Consultants, Including data provided by the Children's Defense Fund, April 1990. 



indirectly, that is, available only to 
a facility or organization that 
a>ntr«ls with or employs the 
practitioi^. 

FedCTal law establishes both 
inandat(»y and optk>nal Medicaid 
service, many of which are 
important for finamdng mental 
health and substaiKe abuse services 
to diildren. Those that States are 
required to offer include inpatient 
and outpati€3it hos{»taI services^ 
laboratory and nKliology services, 
phy^ian sCTvioes, nurse 
pFKtitioner services, family 
plannli^ so'^^ces ai^i supplies, and 
EFSDT services for persons imder 
age 21. Aimmg t)^ OfMional 
services that States may reimburse 
are clinic services, phykcal therapy, 
oocu]Mitional therapy, qpeech 
pathology and audiology services 
(r^erred to in this r^rt as q)eech 
tboapy), rehabilitative services, 
case manageimnt inpatient 



psychiatric services for persons 
urwder age 21, other licensed 
practitioner amices (sudt as those 
of psychologic and social 
workers), personal care sOTces, 
tran^x)Ttati(»v and |Xi5cHptkm dn^ 

States can structure bet^fits to 
provide coverage for various types 
of servit^ and interventions. The 
)u>spital outpatient benefit 
eatery, for example^ could be 
used to f^mburse compehensive 
asKssmoits ami te^i^ the clinic 
services botefit category could be 
used to pay for day treatment 
services; and ihe rehabilitative 
services bemfit categcny could be 
used to reimburse the tim^peutic 
service component of ^xddized 
foster care. 

As a result of OBRA '89, States 
iK>w are required to reimburse alt 
federally allowable maiHiatory and 
optional dia^u^dc and treatment 
services needed to ameliorate or 



correct a phy^cal or mental 
problem discovercd during an 
EPSDT screening exan^nation. 
Thus, dltlH)ugh a State's Medicaid 
plan may not include coverage for 
inpatient sub^nc^ abuse tieatment 
for adolescents, for example, it 
would be obligated to reimburse 
the service for an adolescent whose 
screening exan^nation umro^nied a 
substance abuse ]m>blem for which 
inf^tient detoxification was 
medkrally i^xessffiy. 

With re^XTCt to all regular 
Medicaid services, however, States 
are free, within broad guidelines, to 
establish the amount, duratiim^ and 
scope of SCTvices that they will 
cover — both mandatory and 
optional services* They nuiy place 
restrictions on tl» number erf visits^ 
number of days, length of ^me, and 
exact type of screes for wMch 
rein^rsement will be provided* In 
addition, they may impose prior 
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Potential for Financing Mental Health and Substance Abuse Prevention and Treatment Services for 

Children and Adolescents 





Medicaid Benefit Calegoiy 


Service or Intervention 


Mandatory Regular Medicaid 
^rvice (and Mandaloiy EPSDT 
Treatm»t Service) 


Optional Regiiltf Medicaid Service 
(and Mandatmy EPSDT Tneatment 
Service)^ 


Early identification 


Outpatient hoq^itid, physicfain and 
phy^ian-supervised, and EPSDT 
scrcmtingsmioes 


Qinic, lehabilitative, licensed 
psydK^c^ist ami sodal worker, and 
screening services 


Assessment and diagnosis 


EPSDT diaenostic ^nvices 


Diaenostic services 


Case inanagonent 




Tainted case management 


Outpatient treatment 


Outpatient hospital and physician 
and physician-»ipervised services 


Cinic, rehabilitative, and licensed 
psychok^^ and social worker 
services 


Day treatment 


Outpatient }K>spitaI services (and 
some compcments und^ phy^dan 
and physician-wpervised sCTviccs) 


Ctnic and rehabilitative services (ami 
some components tinder licensed 
p^rdiologi^ and social woric^ 
services) 


Home-based services 


Physician and physidan^supervised 
services 


Rehabilitative, licensed p^xhok^gist 
and social worker services (ai¥) some 
components under personal cane 
services) 


Therapeutic foster care 


None 


Rehabilitative services (and some 
components umi(^ personal care 
services) 


Therapeutic group care 


None 


Rehabilitative services (and some 
components under personal care and 
licensed p$yc}H>](^st and social 
worker services) 


Therapeutic after-school care 


None 


Rehabilitative services (and some 
components under personal care 
services) 


Therapeutic camp services 


None 


Rehabilitative sovioK (and some 
componente uivier personal care and 
Iic€»ised psychologist and social 
worker services) 


Recite car%>— residential (not in a 
hos|ritaI) 


None 


Psychiatric fadlities for imiivkluals 
under 21 and rehabilitative services 
(and seme oompmenb vlx^& 
po^nal care services) 


R^pite care— home-based and 
outpatient (not in a hospital) 


None 


Rehabilitative ani personal care 
services 



EMC 
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Tid»le4(Cont) 

Pi^ntial for Financing Mental Health and Sub^ance Abuse Freventiim and Treatment Services for 

Children and Adolescents 





Medicaid Benefit Calegoiy 


Service lar Intervention 


MandatfHrjp Rigttlar Mwicalo 
Service (and MandatnyEPSDT 
Twatmmt Sfsrviw) 


vipnonai KegniaK Mcatcaui ocxvigc 
(and Mandatory EreDT Treatment 
Service)^ 


Residential treatment services 
(exdudfa^g nxun and board) 


(S(mie oompcn^ts uncter {^ysician 
and phy^daiv^ipervbed s^vioes) 


K^iapiiiiative services lara scHne 
oompoi^tts undcir dinic:; p^sonal 
care and licoised psychologist and 
social worker services) 


Inpatient hospital 


Inpatient lK>spitid sxrvices (and sonnr 
compoi^f^ undCT physician services) 


Psychiatric f acihtses for individuals 
under 21 


Detoxification 


Inpatient hospital^ outf»tient 
hc^taU and physician and 
phy$tcian*supervised services 


Psychiatric facilities for individuals 
umier 21 and rehabilitative services 


Ciisas stabiIi2ation — residential (not 
in a ho^ital) 


(Sonr^ compof^ts under physician 
and phy^an-supervised services) 


Rehabilitative services (and some 
components under personal care and 
licensed psychologist and social 
worker services) 


Crisis s^bilization— home-based and 
outpatient 


Outpatient hospital and physician 
ami physician-supervised services 


Clinic, rehabilitative, and licensed 
psychologic and social woii^er 
services 


Independent living scr\ ices 


Physician-supervised services 


Rehabilitative services (and some 
compoT^ts umia* licensed 
psychologist and social worker 
services) 


Prescription drugs 


None 


Prescribed drugs 



^ OBRA ^"89 made all fcdmUy aUowaMe services nuindatory wh^ medically noce^ry to correct or ameliorate a physical or mental 
problem discovcied during an EPSDT screening examination. 



SCXJRCE: Fox Health Pblicy Consultants, April 1990. 



authorization or utilization control 
meamjres to ensure that 
overutilized or very expensive 
services are medicdlly i^ccssary 
In addition. States haw broad 
discretion in ddining Xhet future of 
all qHional serviras* Coverage of 
mental toalth dink services, for 
example may be less than sufficient 
to meet 0)e needs ctf a 
drug-dependent or emotionally 
disturbed child wlx> requires 
intensive individual therapy, as 
long as the State has specified in its 

ERIC 



plan that clinic services are 
intemled for crisis intervention only. 

State Medicaid ptsgrants also 
may establish provider 
qualifications on: standards for each 
of the services they rdndiurse. 
Fedml regulatwns require, 
howev^, tiiat tl^ slai^aids be 
reasonably related to the fnovider's 
ability to furnish ti^ particular 
service. Reasonable requirements 
might fidate to training ami 
education, years of experience in 
providing Ote service, supervisory 



aiKi training opacity, existence of 
coordii^tion ami referral 
agreements with other retovant 
types of provider^ and familiarity 
with program benefits- 

Reimbursement Policies 

States have oonsideiable latitude in 
determining both the rates and 
n^thods of Medicaid 
reimbursement Several Federal 
rcquiremmts, however, mu^ be met 
• Provideramu^aco?pt Medicaid 
p>ayment in full, without any 
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co^-adiarii^ from recipients. The 
only o^l-sharing dlk>wed would 
be diat lebited to a nwdkaUy 
needy redpienf s ^xmd-down 

• If a redf^t is insured through 
am^^ f»tty, Mcxikaid must be 
tiie ]»yar erf la^ rosoit. 

• Medkaid payments must be 
actequate to assure eooramiica!, 
^fk^l; ami quality care.^ 

Tte FedCTal Covcnunmt dictates 
fidnibursement pcdides only for 
oeitain types of providers* Rural 
health dinics, an^latwy SCTviccs 
fm)vided by community health 
centers, migrant l^lth centers, and 
teilth care (w the boneless 
programs, for example, must be 
retfi^rscd an anwunt that reflects 
100 percent of reasonable costs. 
There is no comparaMe 
requirement for rcin^ursemcnt of 
community n^mtal health centers 
(CMHCs). 

For at! services. Medicaid 
payment rates must be adequate to 
assure Uuit Medicaid rcdpnimts' 
access to servi^ is equivalent to 
that of the general population. Low 
reindnirsement rates are known to 
affect a provider's dedston to 
participate in the Medicaid 
pogram and also the extent to 
whkh a participating provider will 
actually serve Medicaid pattenf s. 
Cc^igrcss recently iiKorporated this 
loi^tandf ng rcgiilatCMy 
requirement for adequate payment 
rates into tf^ Medicaid statute, but 
it jnovided no c^jcctive standard 
against which existis^ 
rdmburscment polices could be 
measured. In a<kiition, it 
e^ablished State reporting 
requirements applicable only to 
€^>stetric and pediatric services.^ 

Medicaid reimbursenumt rates in 
geimal are low compared with 
private-sector rate^ as well as 
Medicare rates, ami th^ vary 
signiBcantly acro» States* In our 
survey, for exampte, we found that 
the tnean rate of rdn^urMmcnt for 
a p^^chiatrk: diagm>stic interview 
examination in 1989 was $58, with a 
high of $95 in South Carcdina and a 



few c^^in New ^:sey. C^ta on 
oon^)arabte |»ivate market f%s 
were mNt collected. 

Medicaid 
Financing 
and State 
Administration 

MedicakI was desi^ied to be 
financed and adn^nist^ed jointly 
by Feci^Bl and State govCTnmrats, 
Matters of jint^ram finandr^ are 
laf^y dictated by Federal law. In 
the area erf acfanb^tratkm, ho wev^. 
States are permitted to determine 
many a^)ect$ of program 
operation, altl¥)u^ tl^ne are broad 
Rjderal requirements that must be 
met in this area as well. 

The followii^ section begins by 
briefly reviewing the 
methodologii^ used to d^rmine 
Federal ami State respoiralnliti^ in 
HKCting the costs of Medicaid 
programs* It concludes with a 
discussion of the Federal 
requirenwiits and Slate 
discretionary authority relating to 
program admini^tion, including 
information about sti^ some States 
have takcm to a<Uress an 
administrative issue of s^Tecial 
concern foradolesomts^ 
cx>nfidcntiality of claims. 

Rnancing 

The Medicaid program is financed 
pintly by Inderal and State 
governments. Each year the Federal 
Covemn^t calculates its share of 
payment to States based on the 
Federal Medical Assistance 
Percentage (FMAP). The following 
formula is used to calculate the 
FMAP.-^* 



FMA\' ^ 100 recent - Slate Share 
Stale share = 

(Stetepercat^incomg)^ X45perccm 
(Natlmal per cspila inoumr 



In 1989, the FMAP ranged from a 
low erf 50 percent in 12 Statefs to a 



hig^ erf W p^ioent in Missi^I^. 
Thus^ in the State erf Missis^I^ die 
Federal Goverraresit wmild 
contribute 80 cmls ftn* evoy ddlar 
sp^ on coveed Medicaid ben^ts. 
Tten^an FMAP was 60.72 po'oeait 
inim 

The Federal Government also 
pays 50 panootit oi admhii^tive 
co^ tor ^te Medial^ servtees. 
Hi^«ar rates, towevw, are available 
for certidn Mimintetrati w services^ 
siK^ as die €q;»CTatton of automated 
didms ]Hoces^ng sy^asis 
pencent) €»r administrative activittes 
that mustbeperfbmudbysldlled 
pofe^cmal ^taff (75 percoit). 

State ^vemments must pay at 
least 40 percrat of the iwn*Fedml 
share, with local govCTnnr^ts in 
scm^ ^tes contributing tl^ 
r^maimier. In 198^ only 14 States 
required local funding.^ Medicaid 
m\QS also allow for private funds to 
be contributed towa^nd the 
non-Federal share as long as the 
funds come urKle/ the 
administrative control erf the State's 
Medicaid agemcy. If a he>spital^ for 
examji^e^ were to dcmate funels, it 
could play no role in eleterminii^ 
which sc?rvices or populations the 
funds would be used to support* 

State Administration 

Each State has a single 
agency — ^nwst often the wrffare or 
social services departn^t (25 
States) or a combination of health 
and social services departments (15 
Stated) — charged with 
administering the State Medicaid 
program The agemy has 
responsibility for determining 
eligibility, certifying providers, 
devetoping coverage policies, 
proc^ing claims, and reviewii^ 
health services. Each State also has 
a Medicaid medical advisoiy 
group, which must include both 
provide ami recipient 
represcntati'^. 

Each ^te develops a Medicaid 
State plan describing its eligibility, 
benefits^ reimbursen^t, and 
administrative policies, Tl^ plan 
must be approved by HCFA but 
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can be revised at any tiii». 
Ama\dment reqi^sts ^ to the 
appropriate HCFA le^mal office, 
which has 90 days to approve ihe 
ameiviment, reject it, Of request 
atklititmal ii\fonnatioru Regional 
offices ck> m>t have the autiwrity to 
rejecta State plan an»idn^t; 
fonnal r^ections mu^ be 
detennined by the HCFA central 
office. If HCFA has not responded 
to the request at the end of tte 
90-day p^od, the unendment is 
di^R^ to be ai^noved. 

vVhai individuals or fiinvlks 
ai p^y fOT Medicaid/ fbey must be 
notified of thdr elij^ility 
detmndnation within 60 days if 
applying as disabled and 45 days 



otherwise, excqfMt for pregnant 
women presumed to be eligible. 
Retroactive digilritity aiso may be 
granted for up to 3 months prior to 
appikation. ISigO^ty usually is 
redetermined at 6-inonth intervals 
for AFDC recipients and at less 
frequent intervals for other 
recipient groups. Of course, 
individuals must report changes in 
income or family composition that 
may affect digilrility in mxordanoe 
vfiA State requirements. 

Individuals deoned digible 
receive a Medicaid card that oititk^ 
thm to all smices covered urelcr 
tl^ State plan. The geiwral practice 
is for States to give the 
parent/guardian one Medicaid 



(ard that li^ all eligible family 
monbcrs. Only five States- 
California, Kansas, Maiyland, New 
Hampshire, and New York— allow 
tcfms to i^tain their own Medicaid 
caids in an effort to protect their 
privacy. All but seven States, 
however, have elected not to send 
Medicaid service reports home to 
recipients on a regular t»sis.^ 
Medicaid recipients^ except 
uiKier an approved waiver, mu^ be 
allowed to obtain covered services 
from any provider certified by tlw 
Medicaid program as able to 
furnish them. States establish 
provider standards, but th(m must 
allow any provider that meets the 
standards to enroll in the program. 
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Chapter 2 — ^State Analysis of Selected 
Medicaid Benefits Related to Alcohol, 
Drug Abuse, and Mental Health 
Prevention and Treatment 



Given the broad 
discretion ^tes have 
in structuring 
Medicaid bei^ts, it is 
not surprising that 
bei^t pad^a^ vaiy ^gnilicantly 
anKHig States* Because States may 
provkie reimbursement for many 
services under a number of 
different categories^ asse^ng the 
adequacy of a State's coverage of 
n^tal health and substance abuse 
trratment services for children 
requires a review ctf its full 
Medicaid benefits plan. Both 
n^tal health and substance abuse 
treatment services^ for example, can 
be covered as physician-supervised 
services, )K»$pital outpatient 
services, clinic services, licensed 
I^actitioners' services, or 
rehabilitative services. 

Fox Health Policy Consultants 
and McManus Health Policy, Inc., 
jcnntly surveyed Medicaid agency 
staff in 50 States duriiw the spring 
and summer of 1989.^^^11^ survey 
questionnaire was desigrad to elidt 
detailed information on the extent 
of co^^rage fo^ selected maraiatory 
aiKl optikmal s€»vic» critical to 
meeting ^ needs of chiklren who 
have manifested or are at risk for 
menta] I^lth ami sut^tance abuse 
problems- The questionnaire was 
pretested ami administered by 
^ej^Kme. An att^i^ was m^e to 
^3eak to tlw l^iKi of coverage 
policy in ^h ^ te. Draft tables 
detaitti^ individual State covmge 
policies were mailed to the State 
Medicaid directors for review, and 
revistons wre made as appropriate. 
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Ea^h of the benefits nx>st 
iin}.x>rtant in finaming mentdi 
hNiOi ami ^bstaiKS abuse 
prevention and tmitnnent services 
for childien is (kscribed bdow,^ 
aloi^ with inftmnation on coverage 
patterns across States. Detailed 
^te inf(MTnatk>n also is jniesented 
in appendix tables 1 through 13. For 
eadi category, we define the 
benefit, discuss why it is important, 
and then desnibe Ik>w States use it 
to reimburse mental l^th and 
sub^nce abuse services. 

Mandatory Benefit 
Categories 

The mandatory Medicaid s»vic(5 
most in^x>rtant to duldren with 
emotional or substance abuse 
problems are outpatient )%>^ital 
services, includii^ partial 
hospitalization; inpatient hospital 
servkes; phy^dan servkes; and 
EPSDT. About half of all States 
provide potentially unlimited 
coverage of mental hssil&x and 
substance abuse treatment services 
in hospital outpatient units. Over a 
third also indiKie coverage for 
partial ho^talizaticm for up to 5 or 
7days per week. Ferhaf^ 
suTfnlsingly, nearly half of all States 
reimburse inpatient ho^tal stays 
in psydiiatric am) substance abuse 
units potentially without limU. 
Coverage of phy^an smrices, 
includii^ tlwse of j»ychiatrists, in 
most ^tes also is unlimited, and 
over half of the States reimburse 
services furnished by ph3rsician- 
supervised personnel as w^ as 
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those ra^eied directly by tte 
physician. 

States have ikH made extensive 
use of the EPSDT benefit to nieet 
children's mental hedth and 
sul^nce iibuse tre a t me nt needs, 
however. In only a few States have 
EPSDT screening examinations 
been directed ea^^dy at detectii^ 
emotional or substance abuse 
probtems in children. Moreover, no 
State has establislted refierral 
{m>tocols for furt)^ diagmx^ and 
trratment of childmi in wtom 
these i^oblems are suq^ected. As a 
result of OBRA 39, ho%vever, 
EPSDT services should improve 
significantly for children with 
mental health or substance abuse 
treatntent needs. 

Early and Periodic 
Screening, Diagnosis, 
and Treatment for 
Children Aged 21 
and Under 

The EPSDT program is a 
mai^tery Medicaid benefit for all 
recipients under the of 21, 
except those who are medically 
needy.^^ Its purpose is to provide 
screening and diagra^tic services to 
detect physical or mental defects 
and to furnidi healthcare, 
treatntent, and other measures to 
comect or anwiiorate any ddiecte or 
chronic conditions dboovoed.^ 
The requirement to provide EPSE>T 
services is different ftfnn the 
requirement to offer otfier 
mandabny services in that it 
obligates States to intorm families 
of dthdren about Hhe ben^ts of 
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pevmti(m and f3h& availabiUty of 
EFSDT services, to assist with 
referrato ax^ transportation to 
{»x>vida^ ami to foltowup to 
ensure that i^cessaiy diagra^c 
and treatnu^t^rvteesaie 
piovidted. Taken togettor, the 
components of tite EPSDT benefi t 
mtdce possible flie financing of a 
oompr^ensive child health 
services system* 

Acoordii^ to Fedoral regulations^ 
tte EFSDT program consists of four 
bask activities: 

• identsfyii^and ii forming 
eligible children and their 
patents of the benefits of 
jHevention ami the ^pe of 
as^tance available;^ 

• assessing a diild'slwalth needs 
throu^ initial and periodic 
examinations and evaluations 
(screenings) of physical and 
menta! I^lth and development, 
vision, dental health, and luring; 

• ensurii^ that health prc^lems 
detected are diagnosed and 
treated fully and in a timely 
manner; and 

• helping families use available 
health resources,^ 
Althou^ EPSDT has always 

been an in^rtant preventive 
benefit for children and adolescents 
at risk of mental l^lth and 
substance abuse ;m)blems, it has 
the potential to play an even nrnre 
important role in finandng 
diagm^ and treatment as well as 
preventive interventicms as a result 
of changes made to the bemfit by 
OBRA '89. EPSDT now constitutes 
the most comprehen^ve child 
preventive care awi treatment 
package in any private or public 
finaiKing plan« T)^ cntical changes 
made by OBRA '89 are these: 

• Distinct periodicity schedules 
must be established for l^lth 
scn^ens, vision services^ dental 
services, and hearing services, 
and the inttrvalsat which 
screenings are required must 
meet reasonable standards of 
practice.^ 

• States must rrimburse providers 
for health screenings and for 



vi^n^ dental, and hearing 
services wl^i^ver they are 
medically necessary, regardle» 
of whetl^ ^ service is due 
under tte State's periodicity 
schedules.^ 
• States must provide all health 
care, diagm^tic services, and 
treatnwnt service that are 
federally alk) wable luider section 
1905(a> of the Social Security Act 
ami i^eded to correct or 
ameliorate defects and physical 
aiHl n^tal illi^sses and 
oomiitions discovered as a n>sult 
of the screening services, wlwther 
or not sudi services are covered 
under the State plan.^* 
Historically, most States have 
failed to take advantage of EPSDPs 
flexibility for finandng 
comprehen^ve screening and 
followup treabnent services to 
children with any physical Itf^lth 
or mental h^lth problem. The 
discretionaiy authority previously 
granted tl^ States has not been 
widely used, nor have States taken 
tl^ initiative to develop effective 
screening and referral protocols for 
diildren with special health care 
i^eds, including those with mental 
h^lth and substance abuse 
problems. 

Tlw number of fmeviaitive 
screening examinations States cover 
for children ages newborn to 21 
under tNHr p^iodidty sdvxiules 
ranges from as few as 4 in Idaho to 
as many as 30 in Ohio, as sJK)wn in 
appemiix table 1. Only 19 States 
meet tl^ An^rican Academy of 
Pediatrics' { A AP> overall 
recommendations for childnm's 
preventive health examimtioi^^ 
Moreover, alt)v>u^ States have 
long been allowed to reimlnirse for 
''interperiodic^ examinations (those 
that are perfomwd between 
sct^uled examinations because of 
medical neces^ty), only half the 
States have elected to do so. Twelve 
cover all medically necessary 
screens. Among the others, seven 
reimburse up to a certain number 
of inteiperiodic screens, and six 
cover intcrperiodic screens if done 



for ^>edfic reasons (e^., camp or 
spcnis phy^al) or for childroi with 
spedfied fmiblCTi^ (e^^ failure to 
thrive or sewre disaUlity). 

T)^ vast majority of States haw 
rot de^^ped apf»rqniate pcdides 
for EFSDT mental health 
assessan^ts* Only three States 
(Massachusetts^ Montana, and 
Soud) Datota) even }»^»cribe a 
screenii^ ]:m)tocol for m^teil 
health a^es^i^ts^ and cmly one of 
them (Ma^d)usette) requires the 
use of a formal tool (a 
StateHleveloped d^klist of 
questions)* The otlwr 47 States do 
not furnish scrc^ng providers any 
spcdfic guidance about nu^tal 
iK^alth assessments. Further, no 
State has cstablidied protocols for 
referring children suspected of 
having enwtional problems to 
spedf ic types of providers for 
further evaluation and treatment. 
Thus, n^ntal health assessments 
and referrals are left almost entirely 
to the discretion oi individual 
EPSDT providers, 

Alt)K>u^u no State has prescribed 
a screening protocol to detect tl^ 
use of alcohol or drugs, most States 
(43) will pay for lat>oratOTy tests 
under EPSDT to confirm substance 
abuse where it is suspected by the 
screening provider. As is the case 
for mental health problems, no 
State has established referral 
protocols for further evaluation and 
trcatn^mt of children suspected of 
having a substance abuse problem. 

A particular i^rtcoming of State 
H^DT programs has been tl^ lack 
of specialist qualifications or 
training for screening providers 
expected to identify, even in a 
gd^ral way, men^ l^lth or 
sut>^nce abuse problems. 
Virtually all States use the same 
provider to perform the physical 
examination and to a^^-ninister the 
other components of the screen, 
except for dental services and, in 
son^ isses, hcarii^ ami vision 
service. In almost all instances, 
these providers include private 
physicians, local health 
departments, and other providers 
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who may have limited experience 
and training in detecting mcntai 
health or siibstancc abuse proWems 
indUldmii 

In addition, a significant majority 
of States have not used the now 
mandatory, but previously 
opttonal, discretionary services 
provision cnablii^ them to cover 
for EPSDT-scieenijd dtildrcn 
federally allowable diagnostic and 
trratmcait scmces that are not 
availatte to other Medicaid 
redpier ts. Our survey found that 
only 14 States authorized 
discretiorary diagnostic and 
treatmrait services, although about 
half used the cation to finance 
psychologists' or other services 
needed by childrtm with emotional 
or substance abuse problems. Half a 
dozen additional States, though, 
reported an interest in examinirt 
the option as a way to reimburse 
services to the population of 
children with emotional 
disturbances. 

The statutory changes enacted by 
OBRA '89, are likely to increase the 
availability of reimbursement for 
comprcensive screening services 
that include appropriate mental 
health and developmental 
assessments, and coverage of 
diagno^ic and treatment services 
for the mental health and substance 
abuse problems of children. The 
potential impact of the OBRA '89 
mandate is seen in the following 
hypothetical case. 

A teacher notices a marked 
change in the demeanor of one of 
his 14-ycar-old pupils. He refers 
the studoit to the scIkmI health 
clinic (a Mcdicaid-ccrtiflcd 
{^ovider) for an assessment of his 
physical and mental hralth. The 
screening procedures, billed as an 
intorperi(^ic assessment ui^er 
HPSDT, indicate that the student 
is clinically depressed, possibly 
as a result of his parents' recent 
divorce. Evidem^ of regular and 
currott cocaine use also is 
detected. He is referred to the 
local community mental health 
center for outpatioit counseling. 



He shows littk' p i t^ t sa and, as a 
result, staff psydiiatrtet in 
consultation wiHi nwdical staff, 
reamin^tds a shoit-tmn 
jidaoranent in a small residaitial 
treatn^sit center ft^ 
detoxification and mental health 
tiierapy. The Stale's faa^ 
Medicaid plan covois heroin 
(tetoxific»ti(»v but no oto drug 
abuse treatmmt and no inpatioit 
psy^diiatric fedlity i^ervkss for 
individials under ags 21 . Under 
the new EPSDT provisions, 
towever, Medk^ would tvow 
be required to reimburse all 
medically necessary 
d^xiBcation ami re^Sential 
mental Iwalth therapy, because 
the proU«m requiring treatnncnt 
were discovered during an 
EPSDT screening. 

Physician Services 

Phyacian services constitutes a 
nundatory benefit defined to 
include services provided within 
the scope of practice (A the 
profcs^on, as defii^ by Stale law, 
and by or imder the personal 
supervision of an individual 
licensed under Stete law to practice 
medicine or o^pathy.^ Ph)^ician 
services can be provided in any 
setting— an (rffioe, a patient's home, 
a hospital, a small residential 
treatment facility,*' or even a school. 

The physician services benefit 
catcgoiy is important for several 
reasons. It permite coverage of 
medical and {^hiatric diagnosis 
and treatment, including tl^ 
prescribing of medication. It also 
may be used to rcimburae a 
physician's bask: office staff and 
other health {H^ticma? wlm 
work under his or Iwr supervi^on. 
Such practitioner would include 
psyclwlog^sts and social workers, 
for example. This coverage is 
particulaily important in States that 
do iK>t cover ihc cprional boiefit 
category of "otter licensed 
practitioner services." If, for 
inst^ce, a psjvhologist provided 
individual therapy to a 
Medicaid-insurEd youth in a 



psydUatrisf s office, a dinic, or 
other sile, the ^te may allow tite 
supervising i^yakian to this as 
a i^ysidan sovice. 
Tivo-titirds(rf States (33) do not 
visit (»- dollar Undts on the 
number of rKmp^rchiatric 
phy^dan visits that can be 
reind>im«i, as shown fat aj^yoKUx 
table 2, and only 6 States require 
any pifor authorization fi»r servte. 
Anioi^ the lemainii^ 17 States^ n 
(primarily Souten) in^jose limits 
on tiie frequ^Ky of visits in a given 
montili or year, ranging from a tow 
of 12 per year in 5 States toa high 
of 10 visite per month in ! State. 
AmMter 6 ^tes alto w 1 or more 
f^>^ician vi^ts per day. 

Almost as many States (26) offer 
psychiatric vi^ts without limits, 
although a number require ]»ior 
autlwrization for at teast some 
services. Where limits on 
psychiatric sovices are imposed, 
they are nK>st lilK^y to be part of an 
ovCTall limit on all phy»dan 
services and to fall between 18 and 
48 visits per year. In some cases, 
however. State Medicaki agencies 
have separate coverage policies for 
psydKiatric service Tl^ limits 
vary widely but usually are more 
restrictive than those for other 
physidan services, ht ^ States tte 
limit on reimbursement is part of a 
broader lap on all outpatient visits, 
en ail outpatient mental health 
visits, or on all i»ydiiatrl^ and 
psychologist visits combii^. 

In addition to bei^t amounts. 
States may set other policies that 
affect acce» to services needed by 
children with mental tealth or 
substance abuse problems. Many 
States, for examf^, re^ct the type 
of physician who can use 
psychiatric billing codes. We found 
that in 29 States only psychiatrists 
are altotved to bill for j^ychiatric 
services,^ and in 20 of these States, 
psydiiatrists are required to be 
board certified or board eligible. In 
these States^ pediatricians and other 
physicians who qxdalize in 
behavioral pediatrics would not be 
altowed tc bill Medicaid for 
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services related to the evaluation 
and numagemG»)t of ]»yd)iabic 
proWans. 

Moreover, t;vo Stat«) have no 
p^diiatric billing coctes at all. In 
tiiese States nc iwlepend«tiy 
practicing physician, indudii>g a 
psychiatrist, can biH for psychiatric 
services. While it rcA^i be possible 
for a i^ysidan to submit Medicaid 
dains under a grateral me 'ical 
biOii^ code, reimbnrs^nent 
amounts would likely be 
inadequate, ccmsideHi^ the 
anumnt of time ^pent for 
psychiatric services As a lesult. 
Medicaid redpi^ts in these States 
would piobaWy hs able to receive 
outpatient psydiiatric sCTvices only 
in clinics and other orj^izcd 
provider settings. 

It is important to note, though, 
that neatly two-thinSs of State 
Medicaid programs iiKlude 
services supervised by a 
psychiatrist under die physician 
services benefit. Twenty^nine States 
cover bcsic office ^ff, which might 
include nurses and p^twmetrists. 
T%venty-9ever. cover tlic services of 
licensed practitiCK'.ers About half of 
those allow psychiatrists to bill for 
any type of licensed mental tealth 
practitioner and the others specify 
only certain Ucensed practitioners, 
usually psychologists or social 
work£TS> Init not botli. 

States vary in the level of 
supervision tl«y require of 
psychiatrists. Roughly one-thiid, 
fc example, stipidate that 
psyddatrists be in direct contact 
with the hcoised practitioners they 
supervise, another third require 
only that psychiatrists be on the 
jntnirises, and flw remaining third 
use oflier less restrictive supovisory 
criteria (such as the psydiiatrist's 



for the care of the patient or writing 
the treatment plan). 

Outpatient Hospital 
Services 

Outpatient hospital services are 
defined as preventive, diagnostic. 



theritpeutic rduUlitative, or 
paUiativs searvic^ fiunid^ by or 
umSo- die direction of a f^ysidan 

or dentist The saidoes must be 
provided on an ou^patiesit basis in 
a fadlity Vhat meets the Medicaid 
requirements established for 
inpane:^t ho^tal fadUttes.^ The 
outpatient iKKspital smices benefit 
nwy inrfttde oovaag^ for a wide 
range of interventiwisy induding 
partial hosf>italizaiion as well as 
various tyr«s of diJignostfc, 
assessment, and treatment services. 

Mental Health Outpatient 
Hospital Sewices 

Rdmbursoi^t for mentiil Iwalth 
services in an outpatient hospital 
setting is ^'.^ailable in 41 States^ as 
stown in appemiix taMe 3. In all 
these Stales^ mental health services 
are covered in general public and 
private acute care to^ital settings, 
but only in 18 can psydtiatric 
hospital providmis be reimbursed. 

Fifteen Statn Hmit n^tal l^alth 
services deli^^red in ho^tal 
outpatioit seliungs. AU but one 
(Idaho) apply the same restriction 
to both general and psychiatric 
hospitals. In most States, the level 
of coverage for outpatient ho^tal 
mentid healtfi services would be 
adequate for mo^i youth with 
enu)tional problems, a^Utough 14 
require son » prior ^iuthorization of 
services. 

A total of 18 Stat( j provide 
coverage for partial lv>spita!ization. 
Most (16) define this day hospital 
berefit to iradude persons with 
psychiatric disorders^ sadx as 
children with sevm emotional 
disturbances. In the five that 
impose limitsy tiie range of 
coverage is quite dramatic. 24 hours 
per year in North Carolina to 1,560 
hours per year in Kansas. Over half 
of these 16 ^tes require prior 
authmtcatkm of partial 
hosjHtalization servires. 

Substance Abuse Outpatient 
Hospital Services 

Subslams abuse sovices are less 
likely to be covered in an outpatient 



hospital setting than are mental 
health servk:es. Only 31 States 
cover outpatient sub^ance abuse 
services provided by general acute 
care hc^itals, as ^wn in 
af^pendbc table 4. Only 14 of ^tese 
also allow ps^^trk: hospitals to 
esmdl as {Hoviders. 

7a\ States restrict coverage for 
sutetance abuse ho^tal outpatient 
services. In five of these States, the 
Hmit extends to include all 
outpatient hosjrital services and, in 
several instances, also physicians' 
and clinic services. In the remaining 
five States^ coverage limits vary 
from as little as $313 annually to as 
much M 3 houn per day. In 
gcranrai, limits on substance abuse 
outpat»nt services are nwre 
restrictive than those applied to 
n^tal health hospital outpatient 
services. 

In contrast to States' coverage of 
mental health services, only six 
States cover partial hospitalization 
for the purpose of substance abuse 
treatment.* Two of the Stales 
require prior authorization of the 
service. Only one State, thougji, 
impedes a limit on tl^ amount of 
partial hospitalization (24 houre per 
year). 

Inpatient Hospital 
Services 

Inpatient hospital services (other 
than services in an institution for 
mental disease or tuberculosis) 
constitutes a maraiatory benefit 
that includes services fumi^ied in a 
hospital for the care and treatment 
of inj^tients and provided under 
the direction of a physician or 
dentist. The hospital must be 
licoised or formaUy approved as a 
hospital by a designated Sute 
standard-setting auttority, and it 
must either be qualified to 
participate tmder Medicare or have 
been determii^ to the 
requirement of partidpation. It 
must also have in effect a ho^tal 
utilization review jdan applicaUe 
to all patients who receive medical 
assistance under the Medicaid 
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jMogram.* Coverage of inpatient 
lK>^tal services may inducte 
treatment in a psychiatric or 
sub^m^ abuse unit of a general 
acute care hospital. 

Mental Health Injmtient 
Hospital Services 

fiAX S^tes, as required Ysy law, 
reind>urse inpatient ho^tal 
services, indudii^ services 
provided in psychiatric units. Most 
(33) do so without limit, although 
about l»lf t)« States require prior 
authorization for the stay, as shown 
in ai^xmdix table 5. Sxteen ^tes 
impose a limit on the anwunt of 
inpatient coverage that applies to 
stays in a psychiatric unit. In most 
of these States, the same limit is 
apfdicd in psychiatric units as in 
other units in the hospital. Only ax 
States set separate day limits for 
stays in psychiatric units. Another, 
more common, way States limit 
coverage for inpatient stays is 
through the use of prospective 
reimburscn^t methods. Fifteen 
States, for example, apply a 
Diagnosis-Rdated Group (DRG) 
mcthodolc^ to inf»tient stays in 
the psychiatric unit of an acute care 
general hospital.^ 

Substance Abuse Inpatient 
Hospital Services 

All but two States (Delaware and 
Virginia) cover both alcohol and 
drug abuse treatment in a general 
acute care h(»pital. In half of these 
States^ howevw, reimbursonent is 
available for detoxification only, as 
shown in appendbc taUeS. Ot Hhe 
mnaining two States, one covers 
only methadone maintaiance 
treatmoit as an inpa^t ho^tal 
service, and the other does not cover 
any substance abuse treatment as an 
inpatient ho^tal service. Thus^ 
States are nnich more likdy to restrict 
the type of treatment iior inpatient 
substance abuse services tfian for 
inpatknt mental healfli 9ervioe& 

Nearly half tiie States (22) limit 
inpatioit sub^noe alnise 
treatment, and ttey are iiKme likely 
to impose a 5q»rate limit for 
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inpatieit sutetance almse treatment 
than for inpatient mental health 
services. Im S^tss have sqsarate 
inpatient sutetance atmse limits, 
ccHnpared with cmly ^ with 
sqmte inpaticnit mental l^lth 
limits. Fewer State Medicaid 
jmigrams (19 oompsmed with 22) 
impede prior auth^ization 
requirements on stays fco- substance 
abuse treatn^t than cm stays for 
psychiatric services, towever. 

Optional Benefit 
Categories 

Many ojHional Medicaid 
services— dink soloes, 
rehabilitative services, otho- licmsod 
prac^tioims' sorvioes, personal care 
services, inpatioit psychiatric 
services for po^ns under age 21, 
and targeted case 
imnagement— also are part of the 
continuum of care for children who 
have manif^ted ot are at risk for 
emotional or substaiH^ abuse 
problems. 

State Medicaid prt^^ams, not 
surprisingly, arc more likely to 
reimburse mental health and 
substamre abuse treatment services 
in traditional sravice setting Asa 
result, they tend to provide better 
a}\^rag£: .'or these services under 
the dime and p^diiatric h-^tal 
benefit categories. Covange also is 
frequently available for tlw services 
of independently practicing 
psychcdogists. It is less pevalCTit, 
though, for social worter and other 
lif^ised imlependent practitioner 
services, for small residential 
tieatn^t centers that are not based 
on a medical nwdd of care, and for 
rehabilitative servii^ that permit 
reimbursement for therapeutic 
intCTventiore in rondiniol 
settings. Coverage of case 
management services for diildren 
with motional or sut^nce abuse 
]m>blems also is m>t widesjnead. 

Clinic Services 

Clinic services are d^lned as any 
preventive, diagiK>stic, tlwrapeutic, 
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rehabilitative, or palliative items or 
services fumik»d to outpatients 1^ 
or under the direction (rf a 
Ii^ysidan or dmti^ in a fiurility tfiat 
is mH a hosf^tal but is <n^^mized 
and {^Toated to provide n^cal 
care to outpatients.*^ Clinic services 
may be provided in a satdlite 
faculty or moUle van but; because 
of the requir^nent that dinic 
services be furnished to outpatients, 
they may iK>t be provifted in a 
tome, sd»ol, or other site Utat is 
not a part of a dinic fodlity. 

The clinic services botefit 
categoiy can be used to reimburse a 
oomjnf^ensive rar^ of 
center4>Ked n^tal Itealth and 
sut»tance abuse SCTvices, including 
services fumisJted by a variety of 
free^ndii^ l^th, n»ntal heidth, 
anA specialty clinic facilities, both 
puMic and private. Among the 
interventions that cduU be 
reinU>ursed are ae^ssn^t, 
diagrams, testing and evaluation, 
thara}:^ services, medication 
administra- tion and monitoring, 
and day treatment for both mental 
healUi and substance abuse 
treatment clients. 

All but three States (Mississippi, 
Rhode Island, and Wisconsin) use 
the clinic sovues bmdit category 
to reimburse at least one type of 
dinic.** Rve of the States using the 
dinic services category deiii« Xhs 
beneflt ^nerally and have a angle 
set of <x) verage policies applicable 
to all types of dinic providers. 
These five (Hawaii, Indiana, Iowa, 
South Dakoto, and Washii^n) 
provide relatively teoad coverage. 
Tl^ may have gowral State 
licensure requirraiKnts, however, 
and these coukl restrict the types of 
clinics that could mrtually qualify as 
Mediraid providers. 

Most States (42), etough, provide 
coverage for particular categories of 
dinic servkss, sudi as m^itel 
health arei substance abuse 
trratment, arKi th^ q»dfy for each 
kind of dinic saifHse tite types of 
facilities and interventions that may 
be reimbursed. In tl«se States, 
mental l^lth and sul»tance abuse 

25 



State Analysis of Sdected Medkaki Benefits 



treatn^ dinks esdK ideally 
would be inducted with 
appnpeia.^ l^ii^ codes. 

Mental Health Clinics 

Thirty-three of the States that use 
discrete dkik sOTrkss categories 
spedfy coverage for mental health 
dinic services, as shown in 
appendix table 6. Thirteen of 
States only cover CMIKTs under 
their mental health dink: benefit, 
while the remaining 20 States cover 
CMHCs and otho' freestanding 
mental health dinks as well. 

Just ov^ half tiw States (17) that 
cover mental health dinic visits as a 
discrete dink smrices cat^gtny 
piovkie potentially unlimited 
bo^ts^ altlunigh 5 of them require 
at teist same prknr authorization. 
The other States impose some type 
of visit r»trictions. Ei^t have 
annual visit limits that vary for 
eadi l^pe of mental h^th 
intervention and 7 have viat limits 
that range from as few as ^ 
during a lifetime to as many as 1 
per day. In four States, the dinic 
visit resfrkfion is part of a broader 
lintit on all outpatient mental 
twalth sovices con^>ined. 

Mental Ittalth clinic visits in most 
States are defined to indude 
diagnose ami asse^mont; 
individual, group, and family 
therapy; medicatiim adminl^tion 
and nranitoring; ami pathological 
testing. Crisis intervration and 
collateral contact servkes are less 
frequentiy covered, with fewn* than 
a dozen ^tes reimbur^ng them. 

Coverage for tfierapeutk day 
treatment— visually defined as at 
least 3 tours of multidisdidinary 
s^rkes— is available in 28 States 
that use discrete dinic service 
categories, as well as in 3 States that 
reiminirse dinks generically. About 
two-thirds (18) of the States cover it 
potentially wittout limit Among 
theremainii^tiiird thatre^ct 
covmge, the most common limit is 
about ly440 hours— the equival^t 
of 360 days of treatment for 4 hours 
per day. 
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The therapeutk day treatment 
benefit gen^idly isavaflld^ to 
MedkaM rec^^ts of an ages, 
jm>vklii>g they «e a^essed as 
needing tiiese servkes. Two Slates 
(Alabama and Venncmt) and tl» 
District of OdumUa, however, 
define day treatment in such a way 
t)»t rdmlwrs^nent would ra>t be 
available fw children's services. Six 
other States have estj^ished 
medical necessity criteria for day 
treatment tiiat, while not 
in^xs^bte, woukl be difficult for 
dtiklren, yDui\gar ones in 
particular, to nwet Bve of dwse 
States* for exan^>te, reqitire patiente 
to be chronically n«ntally ill and 
the sbttii requires patie^tts to have a 
mental disorder with psydK>tk 
features. 

Substance Abuse Clinics 

(My 11 of the States that use 
discrete dink services categories 
specify coverage for son^ form of 
substaiKe almae treatm^t, as 
shown in appeiklbc taUe 7. Bve 
covo* treatn^t servkes only for 
drug abuse; tlw otiim covo* both 
akotol am} drug alnue treatm^t. 
All reimburse services to children 
as well as to adults. 

ReimbursMfient for substance 
abuse clinic smvices as a discrete 
clinic category is available without 
limits in 10 of die 11 States, 
altiKnigjh 2 States require that 
services be prior autlwrized. TN> 
1 1 di State in^x)se5 limits according 
to t^.e spedfk intmrention; for 
exampte, assessments are limited to 
two per year, and individual 
tlteiapy is limited to six visits per 
monti). 

The kirais interventions for 
whkh rdndnirsement is available 
vary con^d^bly; 3 of the 11 States 
limit covei^ of substance abuse 
treatment dinics to methadone 
maintenarKS sovices. In eight otl^ 
StateSr coven^ is available for 
difi^tosisaiKi assessment aiKl for 
individual, ffoup, and fomily 
therapy, as well as methadone 
maintraiance servkes. One of tl^se 
ei^t States, Loui^na, reimburses 



occupational therapy, art therapy, 
musk theriqjy, recreational 
therapy, and o^tml contacts 
also. ChUy 3 of the 11 States cover 
day treatment services at siibstanoe 
abuse cUnics. 

SchcMA Clinics 

Sdux>l dirties-^ whkh a clink 
operated by a school meets the 
State's clink provkler requbvments 
and bills Medicaid directly— is an 
allowal^ dinic categ(»y in only 
two Statesr Connecticut and Illinois. 
Alttou^ sdiod dinics may be 
used to f»ovkIe a fuU range of 
mental health and sfubstance abuse 
treatn^nt services, th^ «^ not yet 
bcii^ used in this way. Connecticut 
is the cmly ^te that reimburses 
sc1k)oI clinics for mental l^lth 
therai^es (imii vkiual, group, and 
family thera^r) ami for substance 
alnise crunsdii^ It covers these 
services without limits. 

Schor^ls have m>t been enrolled in 
the ^ Cedkaid program as dink 
prov idets for a variirty of reasons. 
One is that State Ikensure is 
frequently required and licensure 
laws are not applloible to dinics 
operated by schools. Another, less 
comnKm, reason is tiut sctool 
dinics are not in compliance with 
Medicaid's dink services 
requirement for ]:^ysician direction. 

It is po^ible, however, for 
services fumisl^ on school ^tes to 
be rdmbursed by Medicaid in otl^ 
ways^ A numb^ of ^tes pay for 
services ddivered in school-based 
clMcB q?mted as satellite fadlities 
1^ Medicaidkertified providers 
(sudi as freestai«iii^ mental l^lth 
dinics or ho^ital ou^tiott units) 
able to submit claims. Additionally, 
in several Stiites reimbursen^t is 
pro vkled to sclwols Uiat serve as 
billing j^ents or billii^ pro vkins 
for services furnished 1^ salaried or 
contract staff and covered under 
Medicaid's physician ser vices or 
indepemient practitioner categOTies. 

Rehabilitative Services 

RehaUilitetive services are any 
medical or remedial services 
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reoonm^ided a {^ysidan or 
otiffir liomsed }»actitk>ner of the 
healing arts^ within the scope of his 
or her practice undo* State law, for 
mMimum reducticm ctf {diyskal or 
mental disability and restoratton of 
a ledp^t to the best possible 
liinctkinal Icvd.^ Us regulations 
establish no restrictions on the 
settii^ in which services may be 
provided and no criteria for the 
imiividtials who may driver the 
s^vices. Th^ also do ncM require 
that tiie services be fumisluid under 
a physician's direction. 

The rehabilitative services benefit 
categoiy offers signi tont 
of^rtunitics for finamsng mental 
health and substance abuse 
treatnumt services to digible 
children and their families. These 
services might include (in addition 
to the nrare traditional treatment 
interventions) home visting, 
spcdalized after-school programs 
(combining elements of day 
treatment and reaeational 
thcFaf^), residential and 
nonrcs^denHal crisis services 
(including telephone hotlines), and 
the therapeutic componoits of care 
in a specialty foster home, camp, 
group home, or otl^ small 
residential facility. The sovices 
may be delivered by someone who 
is trained and supervised, but not 
iHscessarily licensed. 

Over two-thirds of the Slates (33) 
rover some type of savices under 
the rehabilitative ; ervices category, 
but only about a fourth use the 
option to cover mental health 
services (12 States)^ or substance 
abuse treatment services (8 States), 
as may be seen in appemiix tables 8 
and 9.'^ Fbr both types of services. 
States use clinics atuS other 
established agencies as 
rehabilitative services provido^. 

Mental Health Rehabilitative 
Services 

Half of the 12 States that cover 
mental I^lth services under the 
rehabilitative services benefit 
categoiy haveelimhiated thdr 
mental health clinic benefits and 
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folded th^ into the rdi^tative 
services category. These States most 
often dted the need to reimburse 
nnantal health sorvioes fumi^ied 
outvie a dh^ settb^ as flie reason 
for using the rehaUUtative services 
category. The other half of the 
States have etected to use both the 
diitic attd the rdialtf itative services 
categories, in part to ensure 
a|:^mi}Hlate rebidnascsnait for 
varioiKt types <^ imntal health 
sovioes with dififi^iait tevdsof 
medical supervisiim. 

the 12 States that cover n^tal 
l^U) sarvkes untter the 
rehabilitative services benefit, 1 1 
reimburse CMHCs.^ Of these, 
three (Florida, Oregon, and 
Wyoming) also rein^rse other 
f reestandingmental health clinics 
or agencies,^ one (Maine) also 
reimburses freestanding n^tal 
health dinics or agendef arMl 
private nonn^ical ii^tutions, 
and another (Minnesota) also 
rcin^rses sdiool district^ hospital 
outpatient units, and 
county-contracted cky treatment 
providers. The remainii^ State 
(Connecticut) limite rnmbur^ment 
to school districts. 

In additi(m to spedfyii^ 
allowable providers for mental 
health rehabilitative servkes> States 
also stipulate the types of mental 
health interventions that may be 
rein^>ursed. While one State cov»s 
only the more tr»iitional 
therapeutic interventions 
(diagmstic evaluation aiKi 
assessment, individual aral group 
therapy, and living skills training), 
the remaining 11 ^tes also cover 
other mental health smrices (such 
as crisis intervention and 
psychosocial rehabilitation). In 
addition, all States Init oi^ co^ 
services delivered off-site^n 
settings that n>ay indude a home, 
school day care fiu:ility, smaU 
residential treatntent center, or 
inpatient fadlit)^lthough 
son^n^ this oovCTage is 
authorized only under certain 
drcumstances.^ 
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Int^nestir^, the most divose 
benefit pactaiges we th o se o i liCT B d 
by die two States (Cmnedkitt and 
Miraiesota) that aUow sdwol 
districts to be provklen. Hiese 
States have used the rdial^tative 
scavksesc^ptkm to stntttuie 
covoage for all healdMdated 
services pawided to d^Qdren in 
spedal educatitnv pursuant to an 
Individualizsd Edncathm Plan 
(lEPX RdwUUtelive services in 
these two States indude physkal, 
occupational, and qpeedi fimpy, 
as well as nwntal health savices. 

Criteria for recdvii^ mental 
Nalth rdiaWlitation services vary 
widely acn^ the 12 States. In most, 
there are no ^ or diagnostic 
criteria; the o^ requirement is that 
an a^esaiKnt or evaluation 
indicatii^ the medical necessity for 
rehabilitative servfees be detailed in 
a tr»tment One State; 
however, Umits rdmlntrsement for 
all its nnoital health lehaUlitative 
servkss to dnee groups with 
complex, long term mental health 
needs^ one of which isseverdy 
emotionally disturbed children. 
Another State limits coverage of 
mental health rehaUUtative services 
to children recdvii^ special 
educaticm services. 

Regardless of the providers and 
services flwy cover, however, States 
u^i^ the rdudrilitative services 
option for mraital health servkaes 
have been exceptionally generous 
in the amount 01 their benefits. AH 
but three permit an unlimited 
number of armual visdts^ althougit 
prior author-* '-ation som^iines is 
required. Ot uiose that limit visits^ 
two do so acomiing to the qxdflc 
type of l]jitervention provided, and 
the third limits vi^ts to one per day. 

Ten of the 12 States use the 
rdiabilitative savUss qnion to 
finance day tr^tnnent as wdl as 
therapeutic visits. ^Hne Stat» use a 
distinct *day treatmenT boiefit, 
with its own reimbursement rate; 
the 10th (Maine) permits 
rdrnbursement for multiple mottal 
health rehabilitative visits in a 
singlle day, therd^y providing 
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finandr^ for extended hours of 
treatment^ None these bitates 
timits nuntber of reintfnirsablc 
(bys. TVl^aDy, thougli, the day 
trraunent benefit isde&ied as a 
certain mmdier (tf hours per day , 
imaUy 3 to 5 hcmis but, tai <me 
State ((%io), as many as 14 hours. 
States usually chose to finance day 
trealmailsCTvfces under the 
ididHUtative soirto benefit to 
permit oovo^ in setting otfier 
than dinic OT £^Emy sites.^ 

Only one State currently uses the 
TcAuibilltative sainoet option to 
cover therapeutic foster care 
services. Kansas has begun 
itini.nii^[i^ care;gjlvexs of diildren 
witfi toi^term psydiiatrk: 
]»oUems viho re^e in group 
iKMites or i^jedal "family^ Iwmes^ 
for 'l>diavior man^^emenf 
s^vioes |m}vid«l as part of the 
child's tncatmail plan for up to 24 
Iwurs p^ day. Vmier this 
arrangen^t, group lu>mes bill 
Medicaid directly, while family 
homes bill through private 
nonprofit a^ndes that locate and 
train the families. 

Substance Abuse 
Rehabilitatm Services 

Ten States have elected to 
reind>urse some form of substance 
abi^ in^tment s^vices uiuier the 
vdiabilitative sovices bei^t, but 
they vary with regard to the types 
of facilities that qualify as 
jnoviders. Six States enroll only 
fireestandii^ alcohol and drug 
abuse treatment centers^ and two of 
them restrict coverage even further: 
one rdmburs»only CMHCs and 
the oUier rdndnirses oidy 
State-operated, county-based 
substance abuse dinics. Another 
three States GMda, Michi^, and 
Wisconsin) reimburse a 
combination of outpatient and 
residemial f^ovkSers: Fknida and 
Wisconsin i^imburse both 
freestandii^ dlnka and re^dential 
programs, and Midi%an 
rdn^urses ho^tal outpatient 
units and residential programa The 
10th State (Minnesota) restricts 
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reimbursement to inpatient or 
residential providers. 

The range of ^rvices reimbursed 
umler the substance abuse 
rehidrilitative vrvkies beiteflit is 
fairiy consistent am»B die 10 
States. Both alc<^td and drug abuse 
treatn^t servkcs are rrimbursed 
in all but (me State (Minnesota), 
which rein*urses dnig abuse 
treatment services imly, AU 10 
States provide coverage for 
individual, ^nmp, and family 
ooun^Ung; 8 im^tKie assessntent as 
wdl; am! 4 irajude medic»tkm 
adnyn^ratkm and mcmitorii^. A 
few States r^ndnirse iKldittonal 
interventions, such as crisis 
intarentkm (Mmne, South 
(Carolina, and Wisccm^n), 
detoxification (Maine), and 
collateral contacts (Florida). Mc^t of 
tlte States Umit comage to services 
furnished at ti« ]m>vider ^tes, 
although four (Florida, Ore^m, 
Rhode Island, and South Carolina) 
of fier more expansive covervgQ, 
permitting reimbureonent for 
services furnished in settings such 
as {mvate hiHnes, sctKX>K and 
other outpatient sites. 

The criteria States af^ly for 
recei vii^ »abstance abuse 
rehabilitative services are more 
variable. Half the States require 
only a physician rdterral for 
services, while the rest require an 
a^esanent or ^aluatim imiicating 
medi(»l necessity. None of ihe 
Stetes has established specific age 
or diagnostic criteria. 

As is the case for nwital tealth 
rehabilitative service^ the amount 
of State coverage for substance 
abuse services under the 
rehabilitative servtoes bni^t 
overall is quite ^i»t)us. Over half 
the States (six) will rrindnirse a 
potential^ unlimited amount of 
services; the remaining four impose 
limits according to the specific type 
of intmentfon fumislwd. Jt»t 
under half the States require prior 
authorizaticm of substance abuse 
rriiabilitative servkes. 

Only five States (Florida, Illinois, 
Mis^ssippi, South Carolina, and 



Wisconsin) use the rdiabilitative 
s^vtoes o;^ion to firauRoe day 
tr^iment services for substance 
a1»isasw aiuS all have e^aUlshed a 
di^inct day treatment benefit to do 
so. R)ur of the States provide 
potontiaUy unlimited covoageof 
c^y treatment servioo^ but one 
re^ricts nHmbursemont to 20 Iwtus 
per week. 

Other Licensed 
Practitioner Services 

This categoiy of pnKHtiona^ 
services refcts to any medical or 
remedial care or sc»^ricesy otho- 
than phyf^cUms' services, {provided 
by licensed practitioners within the 
scope of practice defined under 
State la w.^ Psyc!M)l{^ts, clinical 
social workers, and otlter 
professicmals, tl^refore, can be 
covered as independent 
practitioners in Statra diat license 
themu Reimbursement for licensed 
practitioner'^ services is important 
for children with enwtbnal or 
substam£ abise jmblems because 
it can be authorized in any setting, 
including private homes, small 
residential trratment centers, 
schools, or Ivalth care facilities. 

Desfirite the preval«KC of 
licensure," iu>t many States have 
elected to reimburse the services of 
psydiok^^ ami clinical social 
workers. Only half the States (25) 
covo: p^'dwlogists' soloes, and 
only 2 (Massachusetts ami 
Montana) cover servkes f^ovidcd 
by clinical social workers, as ^wn 
in appexvdAx table 10. 

Further, half the States that 
include oo voage for these 
practitioners impose ^gnificant 
limits on the number of 
reindmrsaUe visits. T«ralve of the 
25 State that cover j^dwlogisf s 
servtoeslmveananiiiul vi^t limit 
that ranges from 1 (Washington) to 
260 (Maine). One of the two ^tes 
that cover social wwicer's services 
imposes a limit (tf 22 visits p& year. 
Moreover, |»ydx>k)gte^ vidts in 
six of the States and sodal wcHkerS' 
in the oite Stete are part of an 
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overall lin^t for all outpatient 
mental health s^vkes condyirad; 
ail social vtosker and psydtokjgist 
sovk^ con^^ned; or aU 
psychologist speech therapist, and 
occupational tf^erapist sovioes 
ocHi^fined. 

The scope of coverage, though, 
tends to be broad. Most States that 
cove* ps)rdu>log|5te' and clinical 
soda] vmikers' services will pay for 
a rai^ ol services^ incliKiii^ 
diagnosis and assessment; testing; 
and individual, group, and family 
therapy. Only two States restrict 
tl^r b^i^ts to {sydiolog^cal 
evaluations and testing. Most States 
require only that the serviois be 
nwdically necessary, altlmugh a 
few also danand a physician 
referral or impose another type of 
rcquircnnnit (e.g., the problem must 
be expected to respond to 
diort-torm therapy). 

States rarely impose restrictions 
on the setting in which licensed 
practitioner services will be 
reimbursed. Only two States deny 
rcin^urscmcmt for i»ydK>logi^' 
smiocs provided in a schx)!, 
although oi^ of these States also 
denies reimbursement for services 
in a private home, group home, or 
residential treatment facility. 
Neither of the two Slates 
reimbursing clinical social woriccrs' 
smices places any restrictions on 
the service setting. 

Personal Care Services 

Personal care services are defmcd 
as services prescribed by a 
physician in acondance with a plan 
of tr^tment and provided by an 
individual who is (1) qualified to 
provide the services, (2) supervised 
by a registered nurse, and (3) nota 
member of the recipient's family." 
Policy guidelines issued by HCFA 
further deHne personal care 
services as medically oriented tasks 
having to do with a patient's 
|%sical requirements, which 
enable someone to be ti-^ted by a 
physician cm an outpatieit ratl^ 
thtun tm an inpatimt or 
instihitionalized basis. The 
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guidelines state also that the 
personal care provider s^Kmld 
perlimn «idi tasksas «^tii% the 
patient with p»sonal hygioie, 
dressing, ieedii^ and transfer or 
ambulatory needs, and duit any 
homtmiaker tasks (such as 
shopping, meal preparation, 
deaning, and laundry) perfumed 
^uld be puidy indidentid to the 
patient's malth care needs.*^ 

The personal care servtoes ben^t 
can be u^fui in finaiwii^ c«tain 
services or service components 
i^eded by chiMnm with n^tal 
health m substance abuse 
{»oblems. ^jedfically, it can 
provide n^mbursrai^t for tlw 
physical tasks provided as part of a 
residoitial care }m)gram ami for 
family respite services furnished in 
tlw rcdpioif s home. 

Some basic limitations to using 
the pei^nal care services beiK*fit, 
Iwwever, in many ^tuations make 
it more advantag^us fm States to 
finance the ssane services under the 
rehabilitative services benefit as 
part of a more com{:^hOT^vc 
service package. One is the 
physically oriented ami e^entially 
unskilled nature of the service. 
Imiividuals who am* for 
emotionally dtetuited or 
substance-abu^ng youth often need 
to provide a broatfer range of 
interv«itions than those autiwrized 
as persona] care servkes. Anotl^ is 
the requirement for supervision by 
a registered nurse. Not all pn^sans 
have a psychiatric or other 
registered nurse to provide 
appropriate wpervisicm. 

Although we did not iiKlude 
int^ew quejrtiom on the personal 
care sorvires option in our 50-State 
survey, foUowup tdephone calls in 
March 1990 to a dozen States 
known to use the benefit ODi^imied 
our impres^n that It generally is 
used to pay fen* services provkied to 
frail tAdarly, mentally retarded, or 
physteally disabled individuals. We 
found that a fiew State, however, 
do use the pnsonal care services 
henetH category to augment 
payments for foster care services 
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furnished to the mentally in 
(Mich^an) or to Ksist mentally in 
dtents living afone or fai 'board and 
cars' homes (West ViigMa). 

Inpatient Psychiatric 
Services for Individuals 
Under 21 Yeais 

Exiting Federal regulations define 
inpatient psydUatric servtees for 
individual under 21^ t» Krvfces 
provkled unc^ the divectiim of a 
physician in a psyddatrk fedUty or 
an inpat^ program in a 
psychiatrfa: iadlity accredited by the 
Joint COmmis^m on the 
Accreditaticm of HealOi Care 
Oiganizations gCAHO).** These 
regulattons, ho%vever, cto not 
comport with relatively reomt 
statutory dianges that have deleted 
the reference to KAHO 
accreditation and substituted die 
definition of psydUatric h^tal 
under Medicare. Current statutory 
law defines inpatient psydilatric 
services for individuals untar 21 as 
services provided in an institution 
(or a distinct part ttf an in^tution) 
that is a psychiatric hospital as 
defined in section 1861(f) of the 
Medtoare statute. 

Alnxjst three-quarters of the 
States (36) reimburse inpatient 
psychiatric services for individuals 
unda 21, as appendix table 1 1 
shows. Of these states* 10 reimburse 
fadlities, such as resictential 
treatment centers or skilled nursing 
facilities, that arc not hospitals and 
may not meet Medkare 
definition of a psydiiatric hospital 
facility. 

HCFA staff indicate that the 
agency would not a|^»ove State 
^^an provisions authofizii^ 
rdmbursonent for fadUties diat 
meet the regulatory, but not the 
statutory, requirements for 
inpatiait fsjndiiatrk: services. In 
settii^ polides on the types of 
fadlities fai whidi inpattent 
psydilatric services are covered. 
States rdy ^ther on the 
statutory definiti<m for inpatient 
psydiiatric services alone or on the 
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ststutoxy dcfinitkRi md ofit^ 
Medk^ sttiuttny and regulatory 
piovidons govemb^ inptftestt 
service coverage. That is^^tes 
ntayindude under tf« impatieit 
psydiiatricservkesbei^itboth 
psydiiatric hos|Ms that meet 
Medkaie stanctenis and nursing 
homes timt are psychiatric facilities 
wiA JCAHO accreditati<m. 

States also must eompfy with 
Fetoal slatukny and icgulatmy 
requirements on criteria for 
iecdvii^inpati£sitpsydUatric 
SCTvioes-Forreimbursrarcaittobe 
le(tora^y ai^mved, a team of 
professionals must cgti^ fliat 
inpati^ care is medically 
necessary and can reasonably be 
ei^ected to im|Hove tiie recipient's 
conditicm or prevmi furtho' 
regres^ort Further, services must 
inndve '"active treabittnt*" which 
mearo imj^onentatkm, widiin 14 
days of ffiJmis^inv of a 
pnrfessimally iteveloped 
imlividual i^n care designed to 
achieve the redi^f s disdun^ 
from inpatient status as soon as 
possible.^ 

Among the States &\at currently 
pay for children's inpatioit 
p^dii^ric sovices, relativdy few 
(i^ OjpfAy criteria for rec^vii^ 
these SKvkes in additk>n to tlrase 
estaUished by regulation and 
statute. ThMe that do, however, 
usually require only a psychiatric 
diagnosis. 

All hut one of the 36 States 
covering inpatient psyduatric 
services reimburse substance abuse 
treatment sovioes i^ovkied in 
these facilities to some de^ee. 
Nearly half (14) reisnlmrBe sovices 
even UF akoiiol or drug abuse is the 
primazy difi^piMis^ aldioi^ more 
States (21) rrindTurse inpatient 
facilities for substance abuse 
treatmeitt only if it is a secondary 
di^gnosis.^ 

Inpatknt psydiiatric services for 
those under age 21 are usually 
availal^ widKWt limits^ alflKm^ 
about half the States require prior 
authorizatkm. Onfy one State 
cUrectly limite the amount of 



covers^. Three others however, 
usea rein^>ursement methoddogy 
(egM DRCs) ttiat may limit the 
maeAm of days covawi. 

Targeted Case 
Management 

Case man^emei^ services are 
defb^ as sovices that will help 
digible individuals gain access to 
needed medical, sodal education, 
and odier servkes.^ The boiefit is 
distinct from the gaiei ally nwre 
narrow case mana^ment activities 
that may be paid f^ indirectly as 
part of saMcesund»- another 
Medicaid benefit, reimbursed as a 
discrete item unctor ara>ther 
Medicaid boiefit, off»td under a 
waiver, or fii^nced as a component 
of overall program «iministnition. 
MfHcover, it pemiits States to tai^ 
these services to hi^-ri^ 
geog^l^ic areas and population 
groups. 

Qiikiren in need of n^tal I^ith 
or substance abuse treatment 
services are ideal target groups to 
receive specially designated case 
management services. States 
covering case management services 
to severely enH}ticmally dii^rbed 
or substance-alm^i^ chiklren arc 
pefmitted, 1^ qxdfic excq^ticm, to 
d^gnate in tl^ Medicaid plan 
an^mlnttiU the partkular typ» of 
pfDvkters that will be permitted to 
become quafified.^ A ^te, for 
ejample, may dect to dte^gnate 
certain CMHCs, State^yperated 
agenctes, ho^ital outpat^t 
d^>artment$, or schools as titt 
qiulified case mani^m for the 
families of ftese children. 

HC7A 8i^m>val of a c»se 
mani^^nnent s^vioes ap{^ication 
requires, lv>wever, tiltat Medicaid's 
u^ial prohiWtion <m restrkrting a 
redpienfs free dv>ice among 
qualified pmvic^ remaii» in 
effect. This requirement has several 
implkaiions: it meam that difldren 
and th^ familtes cannot be forced 
to accept case management 
services, that ttiey must be free to 
obtain tl^m from any qualified 



previite' in ti» State, and ^t the 
s^vioes may lot be used to dra^ 
them access to any other services 
available under Ote State Medicaid 
0an.* 

Ovnall 76 States have an^tdeb 
thdr plans to provi^ rdmbursement 
for ca% management to one or 
more target g^ps. As !^ivR in 
appendix table 12, nine States 
reimburse case management 
s^vioes toseverdyemotiimally 
di^uibed children of all ageSr and 
two of diese States reimburse case 
management services for children 
with kss seme niK^onal 
probknns as wdl. An additional 
two States rein^urse case 
management services only for those 
severely axK>tiona]ly disturbed 
adolescents aged 18 to 21 . Four 
States ((Georgia, North Carolina, 
We^ Virgiraa, and Wisconsin) have 
established coverage for case 
managen^t services provided to 
substance abusers of all ages. 

All but two of the States covcrii^ 
case managmvnt services to these 
groups of children have designated 
specific a^KifS as qualified case 
management providers. The 
remaining two have established 
comprehensive provider staiKiards 
insist. 

Covera^ amounts for case 
mana^mwnt services tend to be 
very genomis. All but two of the 
States reimbursing services to 
severely emotionally disturbed 
chiidrm and all of tite States 
covering aise mani^ement to 
substance abusers do so without 
limits. Even the two States that 
limit reimtmrsen^t provide 
enough coverage for an hour of 
case management services per week. 

Most States reimbursing case 
man^ement services to cnw or both 
grou;^ childrm discuscd above 
bill tl^ services on tiw basis of 
increments of time (e.g., 30-minute 
intervals). Several of Uie Stetes^ 
}K)wever, use monttily caf»tation 
F3t<^ the validity of which has been 
seriously questioned both by State 
agency and HCFAstaff.^ 
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State Analysis of Selected Medicaid Benefits 



OufKif-Sfate 
Inpatient 

Psychiatric Benefits 

Although Medicaid recipients 
ti^ially receive tl^ Medicaid 
mental hsalQi services from 
provicto and focflities piacticing in 
the same State, in Sonne 
drcumstances the servkcs of an 
out-of-state f^ility may be 
lequired. Nearly all States (46) 
permit some psychiatric admissions 
to out-of-State f&dlitics, as ^wn 
in appendix table 13. 

States vaiy somewhat with 
respect to the types of out-of-Statc 
facilities that will be reimbursed. 
Ei^tccn States limit coverage only 
to stays in the psychiatric units of 
gemn-al acute care to^tals, and an 
equal number limit them to slays in 
the psychiatric units of both general 



hc^tals and ireestandii^ 
psydiiatrk: hosf^tals. In two States 
(MaiylaRd and New Mrsey)^ 
r^ndmrsonent is a vaSd^ f<»- 
out-of-Stale residential treatment 
centers^ as wdl ^ dte ps^ddatric 
units of genraal and ps)rd)iatric 
hospitals. The remaining dght 
States cove* ^ys <mty in 
freestanding psyddatrk ho^tals. 

States genially are more 
restrictive in th^ criterto for 
admisskm to out-of-State facilities 
than to in-Stato fiKiUties. Qnty 4 of 
the 46 States allowing out-itf-State 
plaoem^te (IUin(^ Mississippi, 
Soudi I^kota, and Viiginia) 
reported diat they impose no 
special rcquirranents for 
out-of-State psychiatric admissions. 
The remainif^ 42 States, however, 
limit the circumstances under 
which Medicaid redpieittscan 
receive out-of-State services. Most 



often, oui-of-Stale psydiiatrk 
a<fan&»k»i8 are pennitted only if 
aj^noprialeand if neoessaiy 
sovtoes are not a vaflable iivState 
(10 States), if services are prior 
audtorized (9 Slates}, w if an 
enieig»iqrexists(8Stale5>. Twelve 
additional States require that some 
combination <rf dtose three factors 
exist. The remaining t%vo States 
reimburse out-of-State admissions 
only when made to the nearest 
af^priatefodlity. 

A few States also impose ^xcial 
requirements for out-of-State 
facilities that can receive 
rdmbursement One will cover 
only out-of-state facilities certified 
by its n^tal health department; 
aiwther will reimbur» only 
fadlities in borderii^ Stales; and a 
third will reimburse only 
specialized facilities for youth. 
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Chapter 3 — Conclusions 
and Recommendations 



Mediokl offers 
0]^)Oituiiittesto 
financeawide 
array of m^tal 
healtiiand 
substance abuse pi«vaition and 
tanealmmt services fw over half of 
an low^nonne diildien. In 1%8, 
neaily 11 mifflcni chiklren up to age 
21 were Medicaid redpienls. These 
ddkbenqwdiSed for Medicaid 
benefits in several ways— son^ 
mandalMy, somecqitionaL In all 
States^ Medicahl-enndled children 
included tt« mandatory AFDC cash 
assistance recipients, children age 7 
who met tfte financial criteria for 
AFDC cash assistance, and cMdren 
up to 1^ 6 with faulty incomes up 
to 133 percent of Ae Federal 
poverty level. Children covered 
under the major optional cate^ries 
induded SSI cash assistance 
nc^ytents in 49 State?, c^Uldren 
eilgA^ as medkaUy needy because 
frf extensive medical cmte in 36 
States^ and diikiren aged 6 with 
inccanes up to 100 percoit of 
pomtyin9^ates. 

In 1989, many States had 
striKrtured their Medicaid benefits 
to prDvi<te reimbursement for 
oommunily^Msed cmlpattent 
services, in some cases including 
services furnished in home and 
school setting^. We iDimd, for 
instsnoe, that a number ctf States 
hid used their optional 
rehaUlitative services and clinic 
seryioEscategtffies to support a 
oonliinittm of mental health and 



toward ndndmrsing mental health 
and substance abuse sovices 
fumi^ied in more traditional 
ho^tal, dinic, and o£fk!e4»sed 



ovcniloiir survey revealed State 
Ktedicaid programs' historical bias 
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Forhaps not »upisii^y, we also 
discoraned that mental health 
services were more likdy to be 
covered than rabstanoe abuse 
^tmont servkes. Mcneover, State 
Medicaid programs rrindwirsed a 
scHnewhat more expansive range of 
inlerveiitknts for treatii^ enurtkHial 
jHol^ns than ftn* treating 
problems relatit^ to alcohol and 
dn^ dqaendeira. For etan^le, 
undo* file dink: category, mental 
health dinks tyfriraUy could obtain 
reimbursem»it for servtees 
induding diagnosis and 
assessment; individual group, and 
fandfy thoa]^ medical 
admbdstratkm and monitoring; 
psydtological testii^ and day 
treatment In contrast, sibstmoe 
abuse dinto benefits usually were 
restricted to provide 
rdmburscmait for a more limited 
range of intraventitms: diagnosis 
and assessmeiU; indiv^ual, group, 
and family ther^y;aiMi me(»cation 
»totintetrati(m and mmdtoring. In 
only a fiew States could day 
treatment servtoes be reindnirsed. 

This disparity in coverage may be 
explained by several factors: the 
quaUficaticms ctf many stdsstams 
abuse treatment providers, use 
irf a mcwe Umited nu^ <rf 
interventions to tr^ substance 
abuse, and the a>ncurrent use of 
menial health ao-vioes by many 
substanoe-abusii^ youfiu 
Historically, providers of substance 

4U 



abuse services often have not been 
linked with the traditkmal health 
and mental health services sysion 
because many providers are 
tl«mselves recovoingand often 
are o»rtified through courses 
outside of the traditional h^lth and 
n^tal health training programs, 
^bslance abuse counselors usually 
are not qualified to trill Medicaid 
directly because of State licensure 
and Medicaid indepes^ent 
ptactitioner qualifications. In 
addition, the staff of programs 
throu^ which substarare abuse 
sendees are deli vered-<1inks, 
residential treatment centers, and 
hotlines—often have not 
aggresavely pursued q^rtunities 
for obtainii^ rdmburonnait tmder 
existing berHefit categories, as 
shown in our survey. 

With respect to both mental 
health and substance abuse 
services. State Medicaid programs 
generally provide coverage for 
mcKA d« servkes tiluit roUow a 
medical modd of care^ For the more 
innovative servfoes directed toward 
children with emotional 
disturbances arul substance abuse 
problems, however, benefits are 
less likely to be a vailaUe. Overill, 
we foimd that States fieqmrily 
faUed to oovei: (1) partial day 
hospital treatment under the 
outpatient ho^tal benditr Q) 
dinical sodal workers under the 
other licaised practitioner services 
categny, (3) sdiooi dinks under 
the cUnic servkses categoiy, (4) 
home^xned and other off-siie 
tlwrapies as rehaUUtative services, 
and (5) case man^ement far at-risk 
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as well as severely emotioiially 
distinbed diOdren and 
»ibstancc-^bu^ng youths. 

WiO) the pass^ of OatA '89, 
wmpKcedeMed authorily exi^ lo 
oqpand and Hnk tfm peventive, 
di^nostic, ami treatment 
components of the EFSDT program 
youth wlu> have manife^ed or 
eaeai ri^ forn^tal health and 
»Ai^nce abuse proUctns. To date, 
howcm, the use of EPSDT for 
low4noc»ne youtits at risk for 
mental health and sulistance abuse 
fat^dcms has been very limited. 
' According to our 1969 survey, 
slnwst an States failed to provide 
EFSDT scrceners with any 
guidaiKS on n^tal l^alth or 
sul»tance almse ai^sessment tools or 
toe^^Uish {HDtocols for referrals. 
Morcovor, no specialized trainii^ 
was required of EP^T providers 
in tl»se complex areas. Another 
example EPSCXTs limited use has 
been Stales' historical leticcnce to 
emiidoy their discretionary 
authority to covor additioral 
diagnostic and treatment services 
for EFSDT-screened diildien 
rcquirii^ services not covered 
uikIct a given State's Medicaid plan. 

The key to making necessary 
changes in a State's Medicaid 
system is collaboration among State 
Mcdkaid, mmtal health, and 
sutetaiwe abuse program staffs. To 
take advantage of the inlKmcnt 
flexibility in the Medicaid program, 
however, program staff need to 
leam about Medicaid's 
0|:^rtunitiesand requirements. 
I>oh>g so may require technical 
assistance from the Alcohol, Drug 
Abuse, and Moital H^lth 
Administration, particularly for 
^te sub^mce alMise pn^^m staff 
who may have had less experience 
with the Medicaid program An 
im|»POved understandii^ of 
Medicaid woidd do much to ensure 
a pRxhicthre rdation^iip with State 
Medicaid staff and oiaMe the 
agencies to achieve signiBcant 
iaqnowments in Medicaid 
financing for children with mental 



health and sul»tance abuse 
jntrtHems. 

^te Medic^d, moital health 
ami substance atnise |»og^am 
administratONTS, in con^uKtkm %vith 
diild health ad^4)a^, need to 
promote tl« adoptkm (rf all Federal 
eliga>ility opti(Hi5 for drildroi. In 
the last decade, most of Medicaid's 
optional eligibility expansions have 
been directed at ycnii^ chikirm, 
tnit iwt all frf have bem used 
by every State. Mcmover, the 
toi^standii^ medteUIy iwedy 
option, the primary m^ms of 
extemiii^ bmdits to c^der diUdrm 
above ihe AFDC income cutoff, has 
ra>t been implem«ited in 14 States. 
Even whu A all children's optk)ns 
are aiactcd in a ^te, however, 
n^tal health ami sutetancs abuse 
program administrators need to 
ensure that all the potentially 
Mcdicaid-cligible children they 
serve are actually awolled as 
Medicaid recipients. 

More important still, they need to 
examine Medicaid mandatory and 
optional benefit policies carefully to 
understand how they can be used 
in various con^natzons to establish 
coverage for a full craitinuum of 
interventions in a variety of 
settings. In each State, the pocess 
should b<^n by first identifying the 
full array of mental l^ltn and 
substam» sbuse treatnwnt services 
tl»t need to be covo^ (see 
af^xmdix tatde 4), next ascertaining 
the extent to «vhich Uiey ndght be 
reimbursaUe under existing benefit 
policies (see appendix tables 1-13), 
ami then detomining Uie State plan 
revisions or expansions tiiat would 
be needed to cover tiie remaimier. 
Program administrators dunild 
find it useful to coisult Medicaid 
and i^-ogram staff in States that use 
{Articular Mediraid benefits to pay 
for tlwse uncovered servtees. 

Most States wiU want to give 
particular consideration to 
expanding benefits for the services 
n^tioncd above as freqt»ntly 
unavailable. Fot many, significant 
coverage expansions under the 
rehabilitative services benefit 



categoiy, whkh mmid pormit 
rein^jursement for the broadest 
range of mmtraditkmal 
intCTventlons, may jwove to have 
tlte greatest payoff tor financing 
diikinai's moital health and 
substance abuse treatn^it services. 
The targeted case management 
bei^t umkmbtedly wUl be 
impoi^Mint as w^. For whatevar 
bcstefit categories a State elects to 
use for reimbursng n^tal health 
ami mbstance abu% treatirant 
services, though. Medicaid polides 
must be a{^»n^Miatdy structured. 

• Service definitions should be 
matched to the mentid health or 
sub^n« abuse service. 

" Coverage amounte should be 
aciequate for tltec^uld population 
that will use the particular 
service. 

• Mental health ami substance 
abuse ]m)grams should be used 
to perform prfor autlwrization 
fum:tions for relevant Medicaid 
services to child populations^ or, 
alternatively. Medicaid agency 
prior authorization personnel 
should receive special training on 
the treabnent needs of 
emotionally disturbrd and 
drug-abusing youth. 

• I^vider qualifications slwuld be 
jointly establulted, en^ng that 
providers who furnish mental 
health and substance abuse 
serrices to children can ^sily 
become Medicaid-certified. 
States should focus on EPSDT in 

particular as a means erf supporting 
prevKition. early intervention, and 
followup treatment. Given the 
OBRA' 89 mandates requiring 
irarr^ed availability of scheduled 
and interperiodic screening services 
and greater coverage erf EPSDT 
diagm>^ ami heatment %rvices, 
efforts to improve the quality of 
m^tal l^lth and substance abuse 
assessments and to assure 
appropriate referrals slwuld have a 
measurable imp^ 
« Mental l«aldi,sub^ance abuse 
treatment, ami Medicaid 
programs slwuld devdop joint 
screening and referral protocols. 



41 



Conclusions and Reconuneniatk>ns 



as as qpedalized training, for 
EPSDT and other mental health- 
ardl substance abuse-related 
services. 
• Programs should tai<get EPSDT 
outreadi and esse management 
services ra>t orJy to children who 
manifest emotional proUems or 
substance abuse, but to the 
growing nunto diildren at 
risk for them. (The EPSDT 
fooffsaPL's leqxm^bility to 
arrai^e transportation, refer to 
providers, and otsure the 
provi^on oi foUowup services 
could be dischaiged to the 



mentaJ Iwalth or substance abuse 
piognunsy for examine/ once a 
diild isdetennirad to need such 
services.) 
• Programs should work 
collaborativdy to determine the 
extent to which new diagtu^c 
and treatmraif servkes need to be 
nude available for EPSDT- 
scre^wd diildren for whom th^ 
are determined to be nwdically 
racesaiy. 

State Medicaid agency ^aff are 
likely to be more r»ponsi ve to 
coverage fm)p(»als madel^ State 
mental health and substance abuse 



program administrators than they 
may have been in ti» past For om 
thing, Medkaid staff wiO i«ed the 
assistance of pnrfies^nals to 
establish d^itfons, n^ical 
neces^ty criteria, aiKi 
reimbursement policies for all the 
services that they itow are required 
to cover under EPSDT. For another, 
they are coining to realise that 
Medicaid, with its substantial 
Federal match, can play a critical 
role in financing health-related 
services that otherwise would be 
paid for primarily with State funds. 
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Appendix A 

Tables Presenting the Results of a 50-State 
Survey of State Coverage Policies and Practices 



Appendix Table! 

EPSDT Periodicity Schedules in Stale Medicaid Fxogtams, Corapaied with the AAP'S Recommended 

Periodicity Schedule^ as of June 30, 1989 







Scheduled 


Screenings 






Ages newborn to 3 


AgesStolO 


Ages 10 to 21 


^es newborn to 21 


State 


AAP 


AAP 


AAP 


AAP 




Rea>nunendation 


Reannmendation 


Recommendation 


Recommendation 




9 


5 


6 


20 


Alabama 


2 


8 


6 


20 


Alaska 


8 


3 


4 


15 


Arkansas 


4 


2 


3 


9 


Gdifomia 


10 


3 


3 


16 


Cotorado 


10 


4 


4 


18 


Connecticut 


9 


5 


4 


18 


Delaware 


9 


5 


6 


20 


District of Columbia 


8 


3 


3 


14 


Florida 


8 


5 


6 


20 


Georgia 


9 


5 


6 


20 


Hawaii 


9 


5 


6 


20 


Idaho 


2 


1 


1 


4 


Illinois 


9 


3 


6 


18 


Indiana 


8 


5 


6 


19 


Iowa 


7 


3 


3 


13 


Kansas 


7 


4 


4 


15 


Kentucky 


8 


6 


4 


18 


Louisiana 


5 


3 


4 


12 


Maine 


9 


5 


6 


20 


Maryland 


7 


9 


11 


27 


Massachusetts 


12 


7 


6 


25 


Midiigaii 


3 


4 


6 


13 


Minnesota 




As mai^ as n^dically ne^ssaiy 




Mis^ssippi 


6 


5 


1 3 


14 



o 
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Appendix Table 1 (Cont) 
EPSDT Periodicity Schedules in State Medicaid Programsi, Compaiied with the AAPS Recommended 

Periodicity Sdiedule, as of June 30, 1989 



SUte 


Scheduled Screenings 


Ages newlxun to 3 


Ages3tol0 


Ages 10 to 21 


Ages newborn to 21 


AAP 
Recommendation 
9 


AAP 

Recommendation 
5 


AAP 

Recommendation 
6 


AAP 
Recommendation 
20 


Missouri 


" 9 


5 


4 


IS 


Montana 


6 


3 


3 


12 


Nd)raska 


3 


6 


5 


14 


Nevada 


6 


3 


3 


12 


New Hampshire 


8 


4 


3 


15 


New Jersey 


7 


3 


3 


13 


New Mexico 


10 


4 


3 


17 


New York 


9 


5 


6 


20 


NOTth Carolina 


8 


4 


4 


16 


North I^kote 


2 


7 


11 


20 


Ohio 


10 


9 


11 


30 


Oklahoma 


1 


2 


2 


5 




9 


5 


6 


20 


Pennsylvania 


9 


5 


6 


20 


Rhode Island 


9 


5 


6 


20 


South CaroUna 


8 


4 


3 


15 


South Dakota 


9 


3 


3 


15 


Tennessee 


Q 

y 


6 


3 


18 


Texas 


7 


2 


2 


11 


Utah 


6 


3 


3 


12 


Vermont 


9 


5 


6 


20 


Virginia 


B 
O 






14 


Washington 


8 


7 


10 


25 


West Virginia 


8 


7 


7 


22 


Wisconsin 


9 


5 


6 


20 


Wyoming 


7 


2 


3 


12 


Total number with 
periodicity 
sdiedule equal to or 
gr^to-thantlw 
AAP's 


22 


26 


22 


19 



Committee on Ih'actice and Ambulatoiy Medicine;, Recommendations for I^ieventivc Health Care, American Academy of Pediatrics, 
Elk Grove; lUinofo, September 1987. 



SOURCE' Information obtained from telephone interviews with State Medicaid agency ^ff during the spring and summer of 1989, 
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Appendix Table 2 

State Restrictions on Physician and Psychiatrist Visits, as of June 30, 1^9 



Slate 




Basic Fhysidans' Services 


Psydtiatrists' Services 


Visit/Dollar 
Limits 


Prior 

AlltlMll42AflBn 

Requirement 


Fhysldjin-Supeivised 5«rvk-n 




Prior 
AullMirization 
Reaiflvment 


P^ndiatr^-Supcrvlsed Services 


FractitioncT 
AssisHi^ 
Physician 


Practitioiie' 
Working 
Autonomously 


FsycliulTirt 
Virit^Ilar 
Lintitt 


PnctiHoim* 
Asdsting 
niysiclan 


WoiUng 
Autonomously 


Alabama 


12 visits/year 


No 


Yes 


No 


None 


No 


Yes 


Yes 


Alaska 


None 


No 


Yes 


Yes 


None 


No 


Yes 


Yes 


Arkansas 


12 visits/year 


No 


Yes 


No 


None 


No 


Yes 


No 


i^ifomia 


None 


No 


Yes 


Yes 


None 


Yes 


No 


No 




None 




Yes 


Yes 


None 


No 


Yes 




v«onn€C4icut 


None 


No 


Yes 


No 


Now 


Yes 


Yes 


Yes 




None 


No 


Yes 


No 


None 


No 


No 


No 


Lmtncioi 
















Coiumpia 


NoTO 


No 


Yes 


No 


iNOX^ 




Yes 


No 


rtonaa 


Ik. I 

None 


No 


Yes 


No 




No 


No 




Georgia 


None 


Yes 


Yes 


No 


24 hours/ year 


No 


No 


Yes 


riawaii 


None 


No 


Yes 


No 


Nniw? 


Yes 


Yes 


No 


Idaho 


None 


No 


Yes 


Yes 


Vanes mth 


No 


No 


No 












interaction 






Illinois 


None 


No 


Yes 


Yes 


i\k>ne 


No 


No 


No 


Indiana 


None 


Yes 


Yes 


No 


None 


Tes 


Yes 


Yes 


- 

Iowa 


None 


No 


Yes 


No 


None 


No 


Yes 


No 




12 vislte/year 


No 


Yes 


Yes 






Yes 


Yes 




























200 visits/ 


















lifetime for all 


















outpatient ' 


















mental health 








Kentucky 


None 


No 


Yes 


Yes 


None 


No 


Yes 


Yes 


Louisiana 


12 visits/year 


No 


Yes 


Yes 


Noi^ 


No 


Yes 


No 


Maifffi 


None 


Yes 


Yes 


Yes 


1 hour/'^<»y. 


No 


No 


No 












5 hours/ week 








MaiylamI 


1 visit/day 


No 


Yes 


Yes 


None 


No 


Yes 


Yes 


Massachusetts 


1 visit/day 


No 


No 


No 


Nom 


Yes 


No 


No 


Michigan 


NOK 


No 


Yes 


Yes 


Nnj« 


No 


No 


Yes 



App^dix Table 2 (CoiiL) 
State Restrictions on Physician and Psychiatrist Visits, as of June 30, 1989 





Bade niyitdam' Sovkti 


PtychiatriiU' Services 








Ph)^ida n-Su pervised Services 






Ffydiatiiil-Sup«viMd SMvfcci 






Prior 


Praditiona' 


Piactltioncr 




Prior 


PracdtioiM 


FnictitioiMf 


State 




A u 1 nii inuui 1 1 o 11 




Working 




Auf liorixArin n 


Aasisting 


Woridag 




Limits 


Requirement 


Phyrician 


Autommiously 


Visit/Dollar 
Umito 


R«lirenienl 




Autononoutly 


Minnesota 


None 


No 


Yes 


Yes 


Varies with 
intervention for 
all outcatient 
mental health 


No 


Yes 


Yes 


Mississippi 


12 visits/year 


No 


Yes 


Tes 


Varies with 


No 


ICS 


Vac 

les 










interventicmfbr 
all outpatient 
m^itdl h^Ith 








Missouri 




No 


Yes 


Yes 


^ten@ 


Yes 


No 


No 


Montana 


None 


No 


Yes 


No 


None 


No 


Yes 


No 


Nebraska 


None 


No 


Yes 


Yes 


None 


No 


No 


Yes 


Nevada 


None 


Yes 


No 


No 


None 


Yes 


No 


Yes 


New Hampshire 


I8vi5its/yi>ar 


No 


Yes 


Yes 


None 


No 


Yes 


Yes 


New Jersey 


None 


No 


Yes 


No 


None 


Tes 


Yes 


Yes 


New Mexico 


Noiw 


No 


Yes 


Yes 


Lifetime limit 
for all 
outpatient 

mental health, 
varies with 
diagnosis 


No 


No 


No 


New York 


None 


No 


Yes 


Yes 


None 


No 


Yes 


Yes 


North Carolina 


24 visits/voar 
for alt physician, 
outpatient 
hospital, and 

Ik I III (Vi 


No 


No 


Yes 


None 


Yes 


No 


Yes 


North Dakota 


None 


No 


Yes 


Yes 


None 


No 


Yes 


Yes 


Ohio 


10 visits/month 


Yes 


Yes 


Yes 


None 


Yes 


Yes 


Yes 


Oklahoma 


4 visits/ month 


No 


Yes 


No 


None 


No 


No 


No 


Oregon 


2 visits/day 


No 


Yes 


No 


None 


No 


No 


No 


Pennsylvania 


None 


No 


No 


Yes 


Nom? 


No 


No 


No 


Rhode island 


None 


No 


Yes 


No 


None 


No 


Yes 


No 



Apf endix Table 2 (Cont) 
State Restrictions on Physician and Psychiatrist Visits^ as of Jtane 30, 1989 





Basic Riysicians' Services 


Psychiatriirts' Services 








Physician-Supervised Services 






Psychatit»t«Suptrvised Services 






Prior 


riactlnoim 


rractitionn' 


Sepantc 


Prior 


PradiHoncr 


Pnctltioncr 




Visil/Doliar 


Authoruation 


Assistii^ 


Working 


Fsychialrist 


AuthorizaHon 


AftsiAfimi 


Workins 




Limits 


Requirement 


Physician 


Autonomously 


Visit/Dolbr 


Retirement 


Physician 


Autonomously 












I Imils 


South Carolina 


1 8 visits/ year 


No 


No 


Yes 


Varies with 


No 


No 


No 




















South Dakota 


None 


No 


Yes 


Yes 


None 


Yes 


Yes 


Yes 


Tenne^cc 


24 visits/year 


No 


Yes 


Yes 


Noi^ 


No 


Yes 


Yes 


Texas 


None 


No 


Yes 


Yes 


$3l3/yMr 


No 


No 


Yes 


Utah 


1 visit/day 


No 


Yes 


Yes 


NO!^ 


Yes 


No 


No 


Vermont 


None 


Yes 


Yes 


No 


Noi^ 


Yes 


Yes 


No 


Virginia 


None 


No 


Yes 


Yes 


52 visits/ Ist 


Yes 


Yes 


Yes 












year, thai 26 


















visits/y^fbr 


















all outpatient 


















mental health 








Washington 


1 visit/day 


No 


Yes 


Yes 


None 


Yes 


No 


No 


West Virginia 


1 visit/day 


No 


Yes 


No 


Nora 


Yes 


Vtr 


Yes 


Wisconsin 


None 


No 


Yes 


Yes 


Nore 


Yes 


Yes 


Yes 


Wyoming 


None 


No 


Yes 


Yes 


Nora 


No 


Yes 


Yes 


Total 


17 


6 


45 


31 


10 


18 


29 


27 



SOURCE: Information obtained from telephone interviews with State Medicaid agency staff during the spring and summer of 19©. 
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Appendix Table 3 

State Coverage of OutpaUent Mental Healtii Services in Genoa] and Psychiatric Ho^itab, as of June 30, 1989 



State 




Mental HNllhViiils 


Partial Hospitalization 


Mcnnai 
Hospitals 


Pcychktric 
Hospitals 


COvna^ 
Units 


Friof 
AutfHulzalioii 

a#v B# 

Requirement 


Avalld»lcfor 

Emotionally 
Di^tiaibed Youth 


VpOvcnge 
Lteilts 


Prior 
Attuiofizaiioii 

^^BOlliHDiein 


Alaska 


Yes 


No 


None 


No 




INA 


NA 


Arkansas 


Yes 


No 


12 visits/year 


No 


No 


NA 


MA 


V4U1JVI1|]|I 


ICS 


Yes 


None 


Yes 


Ym 


None 


Yes 


Cok>rado 


Yes 


IVS 


1 hour/day 


No 


Yes 


None 


No 


XrVi 1 1 k tv u & 


ICS 


Yes 


Noiw 


Yes 


Yes 


None 


Yes 


Delaware 


Yes 


Kin 
WO 


niOIW 


No 


Yes 


None 


No 


District of 














Columbia 


Yk 


TCS 


2 visits/day 


Yes 


No 


NA 


NA 


Florida 


Ya& 


No 


$l,0(»/yearforall 


No 


No 


NA 


NA 








outpatient nospjtal 








Georgia 


Yes 


ran 


None 


No 


No 


NA 


NA 


Hawaii 


Yes 




None 


Yes 


No 


NA 


NA 


Idaho 


Yes 


Yes 




fSO 


No 


NA 


NA 








alloutf^tient 














mental health 










II11I1UI9 


ICS 


No 


Nom! 


No 


No 


NA 


NA 


Indiana 


No 


No 


None 


No 




IVA 


NA 


Iowa 


Yes 


Yes 


None 


Yes 


No 


MA 






ICS 


Yes 


Varic with 


No 


Yes 




ICS 








intervention 














pius^ 
















vi^Hs/Ufotimc 
















for all outpatient 
















mental health 










Kentucky 


Yes 


i\o 


None 


No 


No 


NA 


NA 


Louisiana 


Yc?s 


No 


None 


No 


No 


NA 


NA 


Maine 


Yes 


No 


None 


No 


Yes 


None 


No 


Maryland 


Yes 


Yes 


None 


No 


Yes 


None 


No 


Massachusetts 


Yes 


Yes 


None 


Yes 


Yes 


6 hours/day 


No 


Michigan 


No 


No 


NA 


NA 


Yes 


None 


Yes 



^ Appendix Table 3 (Cont) 

Stale CovciascofOutpaHcnt Mental Health Services in General and 



Slate 



Minnesota 
Misssissippi 

Missouri 
Montana 
N^raska 
Nevada 

New Hampshire 



NewjCTsey 
New Mexico 



N<»«"'Vork 
North Carolina 



North Dakota 
Ohio 

^(lahoma 



Psychiatric Hospitals, as of June 30, 1989 



C«ncnl 
Hospital! 



Yes 
Yes 

Yes 
Yes 
Yes 
Yes 
Yes 



Yes 
Yes 



Yes 
Yes 



Yes 
Yes 



Mental Health Visits 



Psydiiairic 
Hospitals 



No 
No 

Yes 
No 
Yes 
No 
No 



Yes 
No 



Yes 
Yes 



Yes 
No 
No 



Coveiage 
Limits 



None 

6visit5/yQarfor 
all 

outpatient hospital 

None 

None 

None 

None 

12 visits/year for 
aU 

outpatient mental 
heahh 

Now 

Lifetime limit for 
alt outpatient 
mental health, 
varies with 
diagnosis 

Not» 

24 visits/year for 
all outpatient 
hv^pital clinic, 
and phj's'Han 

None 

lOvisite/month 

1 visit/day for all 
outpatient hosfrital 

Varies with 
intervention 

None 



Prior 
Authorization 
Requirement 



No 
No 

No 
No 
Yes 
Yes 
No 



Yes 
Yes 



No 
Yes 



No 
Yes 
No 



Partial Hospitalization 



Available for 

Scveraly 
Emotionally 
Distuihcd Youth 



Yes 
No 

No 
No 
Yes 
No 
No 



Yes 
No 



Yes 
Yes 



No 
No 
No 




Coveiage 
Limits 



80 days/year 
NA 



NA 
NA 
None 
NA 
NA 



None 
NA 



NoM 

24 visits/year for 
all outpatient 
hospital clinic, 
and physician 

NA 

NA 

NA 



Prior 
Authorization 
Requirement 



Yes 
NA 

NA 
NA 
No 
NA 
NA 



Yes 
NA 



Yes 
Yes 



NA 
NA 
NA 



Appendix Table 3 (Cont) 

State Coverage of Outpatient Mental Health Services ia General and Psychiatric Hospitals^ as of June 30, 1989 





Mental Health Visits 


Partial Ho8pita"'.''»Hn 










Prior 


Available for 




Prior 


state 


General 
Hospitals 


Fsj^iatric 
Hospitals 


Coverage 
Limits 


Authorization 
Requirement 


Severely 
Emotionally 
Disturbed Youth 


Coverage 
Limits 


Authorization 
Requirement 


South Carolina 


Yes 


No 


Nor'.> 


No 


No 


NA 


NA 


South Dakota 


Yes 


No 


None 


No 


No 


NA 


NA 


Tennessee 


Yes 


No 


30 visits/year tor 
all outpatient 
hospital 


No 


No 


NA 


NA 


Texas 


Yes 


No 


S3l3/year 


No 


No 


NA 


NA 


Vermont 


Yes 


Yes 


None 


No 


No 


NA 


NA 


Wisconsin 


Yes 


Yes 


None 


Yes 


Yes 


None 


Yes 


Total 


41 


18 


15 


14 


16 


5 


9 



SCXJRCE: Infonnation obtained from telq^hone interviews with State Medicaid agency staff during the spring and summer of 1989, 



Appendix Table 4 

Slate Coverage of Outpatient Substance Abuse Treatment Services in General and Psychiatric Hospital^ as of June 30, 1989 





Suhstance Abuse Visits 


Ptjrtial Hospitalization 








1 


irfior 


AvatiaDie for 




riior 


Cs«Ca 


Geneial 


Psychiatric 


Coverage 


Aulhoriaution 


Youth with 


Covciage 


Authorization 




Hospitals 


Hospitals 


Lfanits 


Requifcmenl 


Substaim Abuse 


Uonits 


Requirement 












Problems 




Arkansas 


Yes 


No 


12 visits/ year for 
all outpatient 

IiO^piutl 


No 


No 


NA 


NA 


Caiifomid 


Yes 








INO 


MA 


MA 

NA 


Colorado 


Yes 


Yos 






INO 




MA 
NA 


Connect icul 


Yes 


Yes 


NlflTlO 


Ym 


ICS 


None 


Vac 

les 


Delaware 


Yes 


No 




Mn 


Vise 

les 


None 


Mr^ 

NO 


Georgia 


Yes 




None 


Kirk 


iNO 


NA 


NA 


Hawaii 


Yc>s 


Nn 


VIA 


ICS 


l\0 


MA 

fVA 


MA 

NA 


Idaho 


No 


1 




INO 


I\0 


MA 

WA 


MA 

NA 


Illinois 


Yes 


4J 


%} nuurs/aay 


INO 


iMo 


M A 

ISA 


NA 


Imliana 


Yes 




iifOrii; 


TCS 


IMo 


M A 

INA 


NA 


Iowa 


Y« 


Yes 


25 visits/year 


Yes 


No 


NA 


NA 


Kentucky 


Ycs^ 


No 


None 


No 


No 


NA 


NA 


Louisiana 


Yes 


No 


None 


No 


No 


NA 


NA 


Maine 


Yes 


No 


None 


No 


Yes 


Noiw 


No 


Maryland 


Yes 


Yes 


None 


No 


No 


NA 


NA 


Massachusetts 


Yes 


Yes 


None 


No 


No 


NA 


NA 


Mississippi 


Yes 


No 


6 visits/year for 
all outpatient 
nospitai 


No 


No 


NA 


NA 


Missouri 




les 


None 


No 


No 


NA 


NA 


Montana 


Yes 


No 


Notw 


No 


No 


NA 


NA 


Ne^^da 


Yes 


No 


NA 


NA 


No 


NA 


NA 


New Hampshire 


No 


No 


NA 


NA 


No 


NA 


NA 


New I<!rscv 


Yes 


Yes 


None 


No 


Yes 


None 


Yes 


NcwYork^ 


Yes/ Methadone 


Yes/No 


None 


No 


Yes/No 


Noi^ 


No 




maintenance only 










North Carolina 


Yes 


Yes 


24 visits/year for 
all outpatient 


Yes 


Yes 


24vtoit9/yearfor 
allot^ttoit 


No 








hc^ital^ clinic 






hraphal, clinic, 
ana {diyskian 






»7 





and {^ysidan 
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Appendix Table 4 (Coni) 

State Coverage of Outpatient Substance Abuse Tzeatment Services in General and Psychiatric Hospitalsy as of June 30, 1989 





Substaim Abuse Visits 


Partial HospiuUzation 










1 Prior 


Available for 




Prior 


State 


General 




CovenM 


AiiihorlzaHon 


SWHUl WW lUf 




A m if^utplyMlloei 

A uUniiizaiio n 




Hospitals 


Hospitals 


Utnits 


Reqvirancnt 


Substanr^f Abuse 


Umitt 


Requiiefiicirt 












Froblmis 




North Dakota 




169 


Not^ 


ISO 


No 


NA 


NA 


Ohio 


ICS 


INO 


iU Visits/ montn 


Yes 


No 


NA 


NA 


Oklahoma 


Yes 


No 


1 VlailC/ vUSij TOT all 


iMO 


INO 


NA 


NA 








outpatii^tt hospital 










rcruisyivaiiia 


Yes 


No 


Varira^-^ith 


No 


No 


NA 


NA 








intervention 










Rhode Island 


Yes 


No 


None 


No 


No 


NA 


NA 


South Carolina 


Yes 


No 


None 


No 


No 


NA 


NA 


South Dakota 


Yes 


No 


Norw 


No 




NA 


» y A 


Tennessee 


Yes 


No 


^visits/year for 


No 


No 


NA 


NA 








all outpatient 
















hmpita] 










Texas 


Yes 


No 


S3l3/year 


No 


No 


NA 


NA 


Vermont 


No 


Yes 


None 


No 


No 


NA 


NA. 


Total 


31 


14 


10 


7 


6 


1 


2 



^Substance abuse visits are covered only if another primary diagnosis is present and substance abuse is secondary. 

New York has separate policies for alcohol and drug abuse reimbursement. In casis j;i which both policies apply, the alcohol policy is listed first, followed by the drug 
policy. 

SOURCE: Information obtained from telephone interviews with State Medicaid agency ff during the sprine '.nd summer of 19W. 
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Appendix Table 5 

State Coverage of Inpatient Psychiatric and Substance Abuse Services in General Hospitals, as of June 



Stale 



ERIC 



Alabama 

Ateska 

Arkansas 

California 

Colorado 

Connecticut 

Delaware 

District of Columbja 

Florida 

Georgia 

Hawaii 

Idaho 

Illinois 

IiKliana 

Iowa 

Kansas 

Kentuclqr 

Louisiana 

Maine 

Maryland 

Massachusetts 

Michigan 

Minnesota 

Mississippi 

Missouri 

Montana 

Ndmska 

Nevada 

New Hampshire 
New jersey 
NewMexico 



30,1989 



MenUl Health 



Day Limit for 
Ii^titnt Mental 
Health Services 



12 days/year 

None 
35 days/year 

None 

None 

None 

None 

None 
45 days/year 
Varies with diagnosis 
50 days/ year 

None 

None 
None 
None 

14 days/ year 

15 days/year 

Noi^ 
None 
None 
Nofw 
Noi^ 
I5days/y)^r 
Varies with diagnosis 
Noi^ 
Noi^ 

None 
None 
None 



Prior 
Authorization 
Requirement 



No 

Yes 

Yes 

Yes 

Yes 

Yes 

No 

No 

No 

No 

Yes 

No 

No 

Yes 

No 

No 

Yes 

No 

No 

No 

Yes 

Yes 

Yes 

Ycf 

No 

Yes 

Yes 

Yes 

No 

No 

No 



Substance Abuse 



Includes 
Substance Abuse 
Treatment 



Yes 
Detox only 

Yes 
Detox only 
Yes 
Yes 
No 
Detox only 
Detox only 
Detox only 
D^xonly 
Detox only 
Detox only 
Detox only 
Yes 
Yes 
Detox only 
Yes 
Yes 
Detox only 
Met hadoite only 
Detox only 
Yes 
Yes 
Yes 
D^x only 
D^oxonly 
Detox only 
Detox only 
Deioxonly 
Detox only 



DayUmitfor 
Iiq»ti«nt Substance 
AInise Services 



12da3fs/ycar 

None 
35 days/year 

None 

None 

None 

NA 
21 days/year 
45 days/year 
Varies with diagnosis 

None 

None 
5 days/admission 

Not» 

Nox^ 
3 admissions/lif^me 

14 days/year 

15 days/year 

None 

None 
28 days/6 months 

None 

None 
15 days/year 
Varies with diagnosis 

None 
5da)^/admission 
4days/admi^ion 

None 

None 
Sdays/admi^n 



Prior 
Authorization 
Requiitment 



No 

Yes 

Yes 

Yes 

Yes 

Yes 

NA 

No 

No 

No 

Yes 

No 

No 

Yes 

No 

Yes 

Yes 

No 

No 

No 

No 

No 

Yes 

Yes 

No 

Yes 

Yes 

Yes 

No 

No 

No 



Appendix Table 5 (Cont) 

Stale Coverage of Inpatient Psychiatric and Substance Abuse Services in General Hospitals^ as of June 30, 19S9 





Mental Health 


SubitaMe Abuse 




Oav Limit for 


Prior 


Includes 


T^y Limit 


Prior 


Slate 


Inpatient Menial 


Authorization 


Sut^ncc Abuse 


Inpatient SubstaiKc 


Authorization 




Health Services 


Requimnent 


Treatment 


Abuse Sendees 




New York 


None 


No 


Detox and rehabilitation/ 


None 


No 








Detox only 








Nor» 


Yes 


Yes 


None 


Yes 


NInrth Oakot^ 


None 


No 


Yes 


Nom! 


No 


Ohio 


NoiH? 


No 


Detox only 


Noi^ 


No 




60 days/year 


No 


Yes 


60 days/year 


No 




18 days/year 


Yes 


Detpx only 


5 days/admission 


Yes 


A U 19 Y 1 Vfll 1 Ml 


48 hours/admission 


No 


Detox only 


None 


No 


i^ntja^ i9uiriu 


None 


Yes 


Yes 


None 


No 


South Carolina 


None 


No 


Detox only 


None 


No 


South Dakota 


Noi« 


No 


Detox only 


5 days/admission 


No 


Tennessee 


20 days/year 


Yes 


Detox only 


None 


Yes 




30 days/admission 


No 


Detox only 


6 days/admission 


No 


Utah 


None 


1 cs 


L/inoA uniy 




No 


Vermont 


None 


No 


Yes 


None 


No 


Virginia 


21 days/admission 


No 


No 


NA 


NA 


Washington 


None 


No 


Deu>x only 


3 days /admission 


No 


West Virginia 


15 days/year 


No 


Detox only 


3 days/adn\i5sion 


No 


Wisconsin 


None 


Yes 


Yes 


None 


Yes 


Wyoming 


None 


Yes 


Detox only 


None 


Yes 


Total 


16 


22 


48 


21 


19 



^Ncw York has separate policies for alcohol and drug abuse reimbursement. In cases in which both |X)lidcs apply, the alcohol policy is listed fir^ followed by ihe drug 
policy. 



SOURCE; Information obtained from telephone interviews with State Medicaid agency staff during the spring and summer of 1989, 
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Ap]>endixTable6 



SUle 


VrQiiiiiiuiiiiy 


rnvate 


Day 


Services Othrr 


Coverage 


Prior 


Mental Hcailh 


Mental Health 


Treatment 


Than Assessment 


Limits 


Authorization 




Centers 


Cinics 




and TheiaDv' 










INO 


Yes 


Yes 


30%1sits/yearf6r 


No 


Alaska 










each tvoe of theranv 




Yes 


No 


Yes 


Yes 


Nlof^ 






1 69 


yes 


Yes 


Yes 


Varies with 


Yes 


California 


Yes 


Yes 


Yes 


Yes 




Vac 
ICS 


Colorado 




WO 


Yes 


ICS 


1 visit/day 


No 


Contiectkut 


Yes 


IBS 


Yes 


Yes 


None 


Yes 


District of 














Columbia 


Yes 


Yes 


Yes 


Yes 


NoM 


Yes 


Georgia 


Yes 


Yes 


Yes 


Yes 


Varies with 


No 












intervention 




Hawaii * 


Yes 


Yes 


No 


No 


48 visits/year, 1 


No 


Idaho 










visit/day 




Yes 


Yes 


Yes 


Yes 


45 visits/year for all 
outpatient mental 
heahh 


No 


Indiana^ 


Yes 


Yes 


No 


Yes 


Varies with 


Yes 












intervention 




lowa^ 


Yes 


Yes 


Yes 


Yes 


Varifii with 
intervimtion 


Yea 


Kansas 


Yes 


No 


Yes 


Yes 


Varies with 
intei^^tion 
^ visits/lifetime for 
all outpatifflt mental 
heafth 


No 


Louisiana 


Yes 


Yes 


No 


Yes 


None 


No 


Marylami 


Yes 


Yes 


Yes 


Yes 


1 ^sit/day 


No 


Massachusetts 


Yes 


Yes 


Yes 


Yes 


Nom 


Yes 


Michigan 


Yes 


No 


Yes 


No 


1 visit/dav« plus 
annual 
limit that varies with 
service 


No 


Minnesota 


Yes 


No 


No 


Yes 


Varies i^th 
intervention 


No 













for aU outpatient 












mental toUth 
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Appendix Table 6 (CcmU 
State Coven^ of Mental Health €3liilc Services^ as (d Jane 30, 1989 



State 


ConHBunity 


Private 


DiBV 






tmof 


Mental Health 


Mental Health 


Treatamit 


Hun AsBCMmenl 


Units 






Centen 


aiaka 




aitdllicnpy^ 




ReqiilKOieirt 


Missouri 


Yes 


No 


No 


Yes 


None 


No 


Montana 


Yes 


Yes 


Yes 


Yes 


None 


No 


NdbiBska 


Yes 


Yes 


Yes 


Yes 


None 


Yes 


Nevada 


Yes 


No 


No 


Yes 


None 


No 


New Jersey 


Yes 


Yes 


Yes 


Yes 


1 visit/day 


Yes 


New York 


Yes 


Yes 


Yes 


Yes 




No 


North Camlina 


Yes 


Yes 


Yes 


Yes 






North Dakota 


Yes 


Yes 


Yes 


Yes 


Varteswiih 

inton^pnf inn 


No 


Ohk) 


Yes 


No 


Yes 


Yes 


None 


No 


Oklahoma 


Yes 


Yes 


Yes 


Yes 


Varies wi A 
intervention 


No 


Pennsylvania 


Yes 


Yes 


Yes 


Yes 


1 visit/day^ plus 
annual limit that 

intervention 


No 


South Carolina 


Yes 


No 


Yes 


Yes 


None 


No 


South Dakota^ 


Yes 


Yes 


Yes 


Yes 


VI 117 


Mn 


Tennessee 


Yes 


No 


Yes 


Yes 


Ncme 


No 


Utah 


Yes 


Mn 


Yes 


Yes 


Varies with 
intm^tion 


No 


Vermont 


Yes 


Yes 


Yes 


Yes 


Varies with 
intervention 


Yes 


V irginja 


Yes 


No 


No 


Yes 


52visits/1stycar, 
26 visits following 

years for all 
outpaHent mental 


Yes 












hMHh 




Washington^ 


Yes 


No 


Yes 


Yes 


None 


No 


West Virginia 


Yes 


Yes 


Yes 


Yes 


Varies with 
intervention 


Yes 


Wyoming 


Yes 


Yes 


Yes 


Yes 


Nora 


No 


Total 


38 


24 


31 


36 


20 


13 



•^6 

ERJC 



_ ...».w{^u,,viit aiivi wiuuiiai W1IUIL19. /wj :wn» inciuoe inoiviauai, group, ana tamuy incrapy 

TZUnic servicR ben^ts in these States apply to all clinic services generally; they are not specific to mental health cHnics. 
SOURCE: Infonnatbn obtained from telephone interviews with Stale Medicaid agency staff during the spring and summer of 1^. 
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Appendix Table 7 
State Coven^ of Substance Abuse Clinic Services, as of June 30, 1989 



State 


Assessment 


Individual, 
Gx«nip,aiui 
Family 
Therapy 


Treatinezit 


Services^ 


Lovez3^e 
limits 


Prior 
ReaniTcmcnt 


California 


Yes 


Yes 


No 


Yes 


Ncme 


No 


O^nccticut 


Yes 


Yes 


No 


Yes 


None 


Yes 




No 


No 


No 


Yes 


None 


No 


Hawaii ^ 


Yes 


Yes 


No 


Yes 


Ncme 


Yes 


Illinois 


Yes 


Yes^ 


Yes 


No 


None 


No 


Indiana'' 


1 


Yes 


No 


Yes 


None 


Yes 


Iowa 


Yes 


Yes 


Yes 


IBS 


iNone 


Mo 


Louisiana 


Yes 


Yes 


No 


IK 


None 


iSO 


Maryiano 


TCS 






Yes 


Nnnp 


No 


Nevada 


No 


No 


No 


Yes 


None 


Yes 




Yes 


Yes 


No 


Yes 


None 


No 




Yes 


Yes/No 


Yes/No 


Yes 


None 


No 


Tirn^ay /ania 


Yes 


Yes 


No 


Yes 


Varies with 


No 










intervention 




Utah 


No 


No 


No 


Yes 


None 


No 


Total 


1 " 


11 


3 


13 


1 


4 



^•Oihcr services*' inclmic drug maintenance and coHateral cental. 

^nlc service benefits in these Slates apply to all clinic services gewwally; they art not specific to sutetance abuse clinics. 
Illinois does not cover family therapy* 

^New York has separate policies for alcotol and drug abuse itiimbursemcnt. In cases in which both policies apply, the alcohol policy 
is listed fsrsl. foHowed by tl^ drug policy. 



550USCE: Information obt^nai from telephone interviews with ^te Medicaid agency staff during the spring and summer of 1989. 
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Appendix Table 8 

State Coverage of Mental Health Rehabilitative Services, as of June 30, 1989 



Simim 


Imlividuat 
\jfvup/ «nii ramiiy 
Thenpy Covered 


Living Skills 
innning 
Covered 


Crisis 
Inlervcntioti 
Coveied 


I^ydiosodal 
Rehabilitation 
Covered 


I^y 
Tmtment 
Coveicd 


Limits 


IMor 
Authorization 

RMiiilffMn#fif 


Connficticul 


Yes 






2\0 


IVO 


i visit/aay 


No 


Florida 


Yes 


No 


No 


Yes 








Kentucky 


Yes 


No 


No 


No 


Yes 


None 


No 


Maine 


Yes 


Yes 


Yes 


Yes 


Yes 


Nom 


No 


Minnesota 


Yes 


No 


No 


No 


Yes 


Varies with 


Yes 














inteventlon 




Mississippi 


Yes 


No 


No 


No 


Yes 


Varies with 


No 














intervaition 




Ohio 


Yes 


Yes 


Yes 


No 


Yes 


None 


No 




Yes 


Yes 


Yes 


No 


Yes 


None 


No 


Rhode Island 


Yes 




Yes 


Yes 


Yes 


None 


Yes 


South Carolina 


Yes 


No 


Yes 


Yes 


Yes 


None 


No 


Utah 


Yes 


No 


Yes 


No 


Yes 


None 


No 


Wyoming 


Yes 


Yes 


No 


No 


No 


None 


No 


Total 


12 


4 


6 


4 


10 


3 


2 



SOURCE: Information obtained from telephone interviews with State Medicaid agcnry staff during the spring and summer of 1989. 
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Appendix Table 9 

State Coverage of Substance Abuse Rehabilitative Services^ as of June 30, 1989 



Slate 


Assessment 


IndividuiiL 
Group, and 
Family Therapy 


Intervention 


unig 
Maintenance 


Other Services 


Day Treatment 


Coverage 
Limits 


Prior 
Authorization 


Florida 


Yes 


Yes 


No 






Tes 


None 


No 


IlUnois 


Yes 


Yes' 


No 


No 


No 


Yes 


None 




Maine 


Yes 


Yes 


Yes 


No 


Yes 


No 


Varies with 


No 
















intervention 




Michigan 


No 


Yes 


No 


Yes 


No 


No 


None 


No 


Minnesota 


No 


Yes 


No 


No 


Yes 


No 


Norw 


Yes 


Mississippi 


Yes 


Yes 


No 


Yes 


No 


Yes 


Varies with 


Yes 


Oregon 














intervention 




Yes 


Yes 


No 


Yes 


Yes 


No 


Varteswith 


No 
















interventim 




Rhode Island 


Yes 


Yes 


No 


No 


No 


No 


Varies with 


Yes 
















intervention 




South Carolina 


Yes 


Yes 


Yes 


No 


Yes 


Yes 


None 


No 


Wisconsin 


Yes 


Yes 


Y» 


Yes 


No 


Yes 


None 


Yes 


Total 


8 


10 


3 


4 


4 


5 


4 


4 



Family therapy is not covered. 



SOURCE Information obtained from telephone interveiws with Slate Medicaid agency staff during the spring and summer of 1989. 
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Appendix Table 10 
State Coverage of Other Ucensed Practitioner Service^ as of June 30, 1989 









Coverage 


Prior 


State 


Psychologists 


SodalWodceis 


Limits 


Authorization 








Requirement 


Caiifamia 


Yes 


NO 


z visits/ nrantn lor 
all p^chologist, 
speech th^py, and 
occupational therapy 


Vne 
ICS 


Cdorado 


Yes 


No 


None 


No 


Connecticut 


Yes 


No 


None 


Yfcs 


Hawaii 


Yes 


NO 


None 


Yes 


Idaho 


Yes 


No 


45 visits/year 


No 


Indiana 


Yes 


No 


None 


Yes 


Iowa 


Yes 


No 


40 visits/year 


No 


Kansas 


Yes 


No 


Vari» with service, 
200 visits/lifetime 
for all outpatient 
mental health 


No 


Maine 


Yes 


No 


1 hour/day, 
5 hours/week 


No 


Massachusetts 


Yes 


Yes 


None 


No 


Minnesota 


Yes 


No 


Varies with service 
JUT all uui|;^uuni 

mental health 


No 


Montana 


Yes 


Yes 


22 visiLi/year for 
all psycholo^st and 


No 


Nevada 


Yes 


NO 


None 


ICS 


New Hampshire ^ 


Yes 


No 


12 visits/year 


No 


New|eisey 


Yes 


NO 


None 


Yes 


New Mexico 


Yes 


No 


Lifetime limit for 
all outpatient mental 
hralth, varies with 
diagnosis 


Yes 


New York 


Yes 


No 


None 


No 


C»iio 


Yes 


No 


VariM with service 


No 


Oregon 


Yes? 


No 


None 


Yes 


Utah 


Yes 


No 


None 


Yes 


Vennord 


Yes 


No 


None 


Yes 
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Appendix Table 10 (Cont) 
State Coverage of Other Licensed Fractitioner Services^ as of June 30, 1989 



State 


^ycholi^ts 


SodalWmkers 


Covoage 
limits 


Frior 
Avdmrization 
Requirement 


Virginia 


Yes 


No 


52 vi^te/lst year, 
26vi^ts/foUowing 
years (or all outpatient 


Yes 




Ycs2 


No 


1 evaluation/year 


No 


West Virginia 


Yes 


No 


None 


Yes 


Wisconsin 


Yes 


No 


None 


Yes 


Total 


25 


2 


12 


13 



^New Hampshire HDimburses community moital health omtois undo* this category. 
^Oregon and Washington limit psychologic' services to teeing and evaluation. 



SCHJRCE: Information obtained from telephone interviews with State Medicaid agency staff during the spring and summer of 1989. 
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Ai^wndlx Table U 

State Coverage of Inpatient Psychiatric Facilities for Individuals Under 21, as of June 30, 1989 



Stale 


Hospilali 


ICFs 
SNFs 


RertoeBtiai 
TrcatmMt 
FadHtica 


Inclmles 
Substance A tnm 
TiMtmetit 


Limits 


inoF 
Avthwiutlon 
Reqoirenient 


Alaska 


Yes 


No 


No 


As secondary 


No 


Yes 


Arkansas 


Yes 


No 


Yes 


Assea>miary 


No 


Y« 










diagnosis 






Clalifbmia 


Yes 


No 


No 


As secondary 


No 


Yes 










diagnosis 






Coiondo 


Yes 


No 


Yes 


As secondary 


No 


Yes 










diagnosis 






Qmnectkut 


Yes 


No 


No 


As primaiy diagnosis 


No 


No 


EMstiict of Columbia 


Yes 


No 


No 


As secondary 


No 


No 










diagnosis 






Illinois 


Yes 


No 


No 


As secondary 


No 


No 










diagpriosis 






Imliana 


Yes 


No 


No 


As primary diagnosl'i 


No 


Yes 


Iowa 


Yes 


No 


Yes 


As secondary 


No 


No 










diagnosis 






Kansas 


Yes 


Yes 


No 


As primary diagnosis 


No 


No 


Kentucky 


Yes 


No 


No 


As secondary 


No 


No 










diagrtosis 






Louisiana 


Yes 


No 


No 


As primaiy diagnosis 


No 


No 


Maine 


Yes 


No 


No 


As primaiy diagnosis 


No 


No 


Maryland 


Yes 


No 


Yej 


As secondary 


No 


No 








diagnosis 






Massachusetts 


Yes 


No 


No 


As primaiy diagnosis 


No 


No 


Michigan 


Yes 


Yes 


No 


As secondary 


No 


Yes 










diag|u>sis 






Minnesota 


Yes 


No 


No 


As secondary 


No 


Yes 










diagnosis 






Missouri 


Yes 


No 


No 


As primaiy diagnc^is 


No 


No 


Montana 


Yes 


No 


No 


No 


No 


Yes 


Nebraska 


Yes 


No 


No 


As secondary 


No 


Yes 










dia^osis 






New Jersey 


Yes 


No 


Yes 


As secondary 


No 


Yes 










diagnosis 






New York 


Yes 


No 


No 


As secondary 


No 


No 










diagnosis 
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Appendix Table 11 (Cont.) 
State Coverage of Inpatient Psychiatric Facilities for Individuals Under 21, as of June 30, 1989 



State 


Psychiatric 


ICFs 


Residential 


Includes 


Coverage 


Prior 


iiuaif'iisiB 


or 


Treatment 


Substance Abuse 


limits 


Authorization 






SNFs* 


IMHHes 


TfealiBdil 




AVi|uijnEiii eiM 


Noith Carolina 


Yes 




Kin 

INO 


As primaiy dsai^iosis 


No 


No 


f4onh Dakota 


Yes 


No 


No 


As secondary 
diagmsis 


No 


No 


Ohio 


Yes 


No 


No 


As secondary 
diagnosis 


No 


No 


Oklahoma 


Yes 


No 


Yes 


As primaiy diagnosis 


60 days/year 


No 


Oregon 


Yes 


No 


No 


Detox as secondary 
diagiiosis 


No 


Yes 


I vfiji>yiva nia 


ICS 


No 


No 


As primaiy diagnosis 


No 


No 


Rhode Island 


Yes 


Yes 


Yes 


As primary diagnosis 


No 


No 


South Carolina 


Yes 


No 


No 


As secondary 
diagnosis 


No 


No 


Tennessee 


Yes 


No 


No 


As secondary 
diagnosis 


No 


Yes 


Utah 


Yes 


No 


No 


D^ox as secondary 
diagnosis 


No 


Yes 


Vennont 


Yes 


Yes 


No 


As primary diagnosis 


No 


Yes 


Washington 


Yes 


No 


No 


As secondary 


No 


Yes 


West Virginia 








diagnosis 






Yes 


No 


No 


As primaiy diagnosis 


No 


Yes 


Wisconsin 


Yes 


No 


No 


As primaiy diagnosis 


No 


Yes 


Total 


36 


4 


7 


35 


1 


17 



•Skilled nursing facilities and intermediate care facilities. 



SOURCE: Information obtained from telephone interviews with State Medicaid agency staff during the spring and summer of 1989. 
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Appendix Table 12 

State Coverage of Targeted Case Mam^ment Services Idr diUdren and Adolescents with Mental Health 

or Substance Abuse Fkoblems, as of June 30, 1989 



State 


Any Ferstna Witii 
Mental Health 
Froblems 


Only Feisons Who Are Severely 
Emotionally Disturbed 


Anv Ppru^nB WlHi 

Substance Abuw 
Problems 


18 to 21 


All Ages 


Alaska 


Yes 


No 


No 


No 


Georgia 


No 




ICS 


Yes 


Maine 


No 


No 


Yes 


No 


Midiigan 


No 


No 


Yes 


No 




No 


Yes 


No 


No 


NcHih Carolina 


No 


No 


Yes 


Yes 


Oklahoma 


No 


No 


Yes 


No 


Rhode Island 


No 


Yes 


No 


No 


Soutih Carolina 


Yes 


No 


No 


No 


West Virginia 


No 


No 


Yes 


Yes 


Wisconsin 


No 


No 


Yes 


Yes 


Total 


2 


2 


7 


4 



SOURCE: Information obtained from telephone interviews with State Medicaid staff during the spring and summer of 1989. 
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State Coverage of Out-ol-State Inpatient Psychiatric Services^, as of June 30, 1989 





T>^of FMilitics 


Special Criteria for 








Residential 


State 


l^ydiiatric 


Gottral 


Ottt-of-Statc 


Hospitals 


Hospitals 


Programs 


Coma^ 


Alabama 




Yes 


No 


Emei^gOTcyand 
{Hi(Mr authotization 


Alaska 


I V9 


No 

a HI/ 


No 


bervloe iwt avaiiaDie 








instate 


California 


Yes 


No 


No 


cmogency 


Colorado 


Yes 


Yes 


No 


Emergency and 
ooun oracT 


Conraxrticut 


Yes 


Yes 


No 


l«*i!%Ai*tfMM%^*w iai%#1 

cincrgCTicy oiM 
service not available 
instate 


Delawane 


No 


Yes 


No 


Service iwt available 
instate 


District of Columbia 


Yes 


Yes 


No 


Service not available 
instate 


Florida 


No 


Yes 


No 


Enwrgency 


Gecnrgia 


No 


Yes 


No 


Enrm^gGiKy 


Hawaii 


No 


Yes 


No 


Emergency 


Idaho 


No 


Yes 


No 


Service not available 
instate 


Illinois 


Yes 


Yes 


No 


iNOTie 


Indiana 


Yes 


Yes 


No 


Prior authorization 


Louisiana 


Yes 


Yes 


No 


Emergen^, service not 
avaitoble in State, and 
priOT authorization 


Maine 


Yes 


No 


No 


Emei^erKy, service n<A 
avaikble in State, and 
prior authorization 


Maryland 


Yes 


Yes 


Yes 


For residential 








treatment and elective 

admi^ons: 
service not available 
instate 


Massachusetts 


Yes 


Yes 


No 


Emex^gency and 
service rot available 
instate 


Michigan 


Yes 


Yes 


No 


Emet^encyand 








s^vice not availaMe 
instate 


Mini^sota 


Yes 


Yes 


No 


Service not available 
instate 


Mississippi 


No 


Yes 


No 


None 
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Appciulix 7 Alt 13 (Cont) 
State Coverage td ChiH>f-State Inpatient F5ychiatri«: Services, as of June 30, 1989 





lypMolFMilities 


ppeciai uitena tor 










Slate 


Fsjfdiltfric 




Residential 


Out*of-State 




Hoqiitals 


Hoq>ltal8 


Frograms 


Covtnge 


Missouri 


Yes 


Yes 


No 


EmeigeiKyamJ 
pnoT ouirainzamin Of 
nonentefgeiKy 




Yes 


No 


No 


oersncs not avdiiaDie 
instate 




Yes 


Yes 


No 


Prior authorization 


Nevada 


No 


Yes 


No 


Service m>t avaUable 

in State and 
puor autlwrization 


New Hampshire 


No 


YCF 


No 


Service not available 
instate 


New Jersey 


Yes 


Yes 


/cs 


Emergency; prior 
authorization and 
service m>f available 
m biate lor 
nor^n^igency 


NI^w Ynrk ^ 


No 


Yes 


No 


Emergency 


Yes 


Yes 


No 


Service not available 
in State and prior 
authorization 


North Carolina 


Yes 


Yes 


No 


Service not available 
instate 


North Dakota 


Yes 


Yes 


No 


Service not available 
in State 


Ohio 


No 


Yes 


No 


Prior authorization 


Oklahoma 


Yes 


Yes 


No 


Nearest aoDTODriate 
facility 


Oregon 


No 


Yes 


No 


Emergency 


Pennsylvania 


Yes 


No 


No 


Nearest appropriate 
facility 


Rhode Idand 


Yes 


No 




Emergency and 
prior authorization 


South Carolina 


Yes 


No 


No 


Prior authorization 


Soudi Dakota 


No 


Yes 


No 


None 


Tsinessee 


Yes 


Yes 


No 


Prior authorization 


Texas 


No 


Yes 


No 


Ennrrgencyand 
prior authorization 


Utah 


No 


Yes 


No 


Emergency 


Vermont 


No 


Yes 


No 


Prior authorization 


Vi^inia 


No 


Yes 


No 


None 


Washington 


Yes 


Yes 


No 


Prior authorization 
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Appendix Table 13 (Ccmt) 
SUte Coverage cf Out-of-Slate Inpattent Psydiiatric Services as of June 30, 1989 





T^pes of Faculties 


Special Criteria for 
Out-of-State 
Covcxagf 


State 


Psychiatric 
Hospitals 


General 
Ho^itals 


Residential 
Frogianis 


We^Vii^nia 
Wisconsin 

WyominK 


Yes 
Yes 

No 


No 
Yes 

Yes 


No 
No 

No 


Prior authorization 

Emergency and 
pricv authorization 

FriOTautlKnizatkm 


Total 


28 


38 


2 


42 



'l>few York has separatr policies for alcohol and drug abuse rdmlmrBeinent In cas« in which both policies apjrfy, the aloAol polky 
is listed first, foUowed by the drug policy. 

SCXntCE: Information obtained from triephone interviews k 'th State Medicaid staff during the spring and summer of 1989. 
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Appendix B 

Glossaries 



Glossaxy 1 — 
Medicaid Terms 

AFDC-Rekted Individuals. 
Individuate wto arc not cash 
assistance redpients under the Aid 
to Familks %vith Dependent 
Children ( AFDO program but who 
meet at least some of the criteria of 
that prog^iun and are eligible for a 
State's Medicaid benefits under an 
optional categorically needy group. 
Also induded as AFDC-related 
individuals are those childroi and 
pregnant %vomen r^t required to 
n^ dtJm' the financial or the 
categorical criteria for AFDC 
diildren up to age 6 and pr^nant 
women Mdth fomily inoHnes up to 
133 percent of the poverty level 
who are given mandatory 
digibfllty, and both children aged 6 
with incomes up to 100 percent of 
the poverty level and infants and 
pregnant %vomm with family 
incomes up to 185 percent of the 
poverty level who may be covered 
at a State's discretion. 

Qipitation Fee, The amount that a 
Medteaid ^«Ky pays on a pL^ - 
redf^t basis to a contractor who 
agrees to provide son« or an of the 
medteal services included in the 
State's regardless of whether 
individual recipients actually 
Tecdve ihese slices during the 
period covered by the fee. 

Cat^rically Eligible IndioiduffJs. 
Imiividuals wlu) are eligible to 
participate in tKs regular Medicaid 
prc^amf as distiiKt from the 
medically needy program. They 
include (1) persons participating in 
one of the cash assistance 

o 
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programs— AFDC (Aid to Families 
with Dependent Children), SSI 
(Supplemental Security Income), 
and foster care and adoption 
assistance; (2) financially eligible 
children and jwegnant women 
given "qualified" categorically 
needy status; and (3) pmons 
covered as optional cale^rically 
needy. 

Qitegorically R^ted Individuals. 
Individuals covered under the 
categorically needy program who 
are not actual recipients of AFDC 
(Aid to Families with Dependent 
Children) or SSI (Supplemental 
Security Incon%) but who meet at 
least some of the criteria for AFDC 
or SSI cash assistaiure and are 
provided Medicaid coverage 
through one of tlw mandatory or 
optional eligibility provisions. 

Certified Pmnder. An mdividual 
or ii^tihition that meets all of 
Medicaid's statutory and regulatory 
conditions of partidpatitm and 
coverage. 

Qimc Services. An optional 
Medicaid benefit defined as any 
preventive, dif^m^c, t!^pc»itic, 
rehabilitative, or palliative items or 
9er\ ' 'es fumisl^ to Quotients by 
or u .^er tlw direction of a 
physidan or dentist in a fadlity that 
is ni3t a ho^ital but is organi^ 
and o|»?rated to provide medical 
aire to out}»tient& 142CF.R. 
section 440.90 (1988)] 

CompttrabUity. The Medicaid 
requirement that all servic{» 
spedfied in the State plan (except 
for EPSDT services and case 
n\anagcment services) be offered in 

84 



equal aiiK)unt, duration^ and scope 
to all cab^rically needy 
individuals Fbr demonstration 
prDjccts or waiver programs. States 
may seek a waiver of the 
comparability requirement from the 
Health Care Financing 
Administration (HCFA). 

DRG's (DiagnosiS'Mated Croupsl 
A clarification system that grcups 
cases by diagnoses to reflect the 
consumption of to^ital resources 
and provides a ba^s for setting 
per<ase prospective payment rates 
for inpatient hospital »>rvia^ 

Deeming. A provision used to 
determine income eligibility under 
the Supplemental Security IiKonw 
(SSI) prc^ram, which requires that 
the income ami resources of a 
parent or spouse be considCTed (or 
deemed) available to an applicant if 
he or sl^ is living in the same 
}K)uselK)ld. After 1 month of 
institutionalization, hoM^ver, 
family incon^ and resources are ro> 
longer deen^ available, making 
an applicant who n^ts the 
disability criteria eligible for SSI 
payments, and usually Medicaid 
benefit?, regardless of family 
income* Recognition of this built-in 
bias toward inMitutionalization 
r^uUed in creation of the section 
2176 waiver options and Uie "'Katie 
Beckett^ Amendment, both of 
which waive deeming requirenKnts 
and allow the disabled individual 
who otherwise would require 
institutionalization to maintain 
Medicaid eligibility while r^ceivirg 
home* and (immunity-based carp 
of equal or lesser cost. 
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Early and Periodic Serening, 
Diapmis, and Treatment Program 
(EPSDTl A mandatoty Medicaid 
b^tefit for all recipients under ihst 
age of 21, except those who are 
ii»!iGany needy. ItiiKltKJcs 
scremii^ and diagm>$tic smdces to 
detect phj^cal or mental d^xts 
ami hesildi care^ treatmi^t^ and 
odiCT measures to correct or 
an^liOFate any defects or chronic 
conditions discov^^. [42CF.R. 
section 44a40 (1988)1 

Fimncka EHgibUihf. Under 
Medicaid, this is determined 
through examination of an 
applioinf s iiKome are) resources* 
Income testing examines tlu? 
applicant's grc^ and countable 
(gross ina>me less certain 
disn!gankd amoimts) incomes. 
The maximum eligible income 
varies from State to State. Resource 
testing examines the worth c f any 
real or personal property, with 
some exclusions for basic 
n^intenance items such as home, 
automobile, clothings and furniture. 
Resource limite for the categorically 
needy program are establi^ed 
undo* Federal law. Resource limits 
for medically needy programs vary 
from State to State. 

Freedom-of-Choice. Federal 
Medicaid law requires that 
individuals be permitted to receive 
covered services from any 
Mcdicaid-certificd provider. States 
can seek waivers of tl^ 
frecdom-of^hoice requirement 
from the Secretary of Health and 
Human S^^ces tmdcr section 1915 
of the Social Security Act. 

Inpatient Hiatal Servu^. A 
mandatory Medicaid benefit that 
isKludes services furnished in a 
hc^tal for the care ami treatn^t 
of inpatients am) provided under 
the direction of a physidan or 
dentist The hospital must be 
licensed m fonnally approved as a 
hospital by a designated State 
stamiard-setting authority, and it 
mtist either be qualified to 
]»rtidpate under Medicare or have 
been determined to nwet the 
tequirments of partidpation. It 



must also l^ve in effect a tos^tal 
utilization rev»w pton api^icable 
to all patiatts who reo^ve medical 
ass^^iance umte* the Medicaid 
pit^ant [42 CFJL section 440.110 
(1^)] 

If^HftieritPst^Matric^^mcesfor 
Indhriduak Undar 21 . An c^Ttional 
Medkaid b^i^t ddiiwd as 
services provided imder the 
direction of a ph^ddan a 
ps^iatric facility or {m^ram in a 
l^^^iatric f^lity that is accredited 
by the Jdnt Commission on ths 
Accreditation of Health Gairo 
Organizations (JCAHO) to provide 
inpatient psycMatric care. {42 
CF.R. section 440.1t0 (1988)] 

(IMD) Institution for Mental 
Disease. An optiimal Medicaid 
service defined to include only 
jCAHOaccredited hospitals, 
skilled nur^ng or int^mediate can? 
fadlities (SNFs or ICFs), or other 
institutions of more Uian 16 beds 
that are primarily ^ig^tged in 
diagnosing, treatii^ or caring for 
persons with mental disease, 
including nnxlical attention, 
nursing care, and related services. 
142 section 440.140(a) (1988)1 

Medical Necessity. This is a 
prerequisite for Medicaid 
rein&ursement of covoied services. 

determination that a service is 
medically necessary is made 
according to criloia establi^ied by 
each State Medicaid program. 

Other Ucensed PractUhrwr 
Services, An optional Medicaid 
benefit dcHnod as any medical or 
remedial care or services, other 
than physician's servkes, that are 
provided by licensed practitioners 
within the scope of practice defined 
under State law. (42 CF.R. section 
440.60(1988)1 

Outpatient H^tat Sennces. A 
mandatory Medkaid benefit 
defined as preventive, diagnose, 
thereipeutic; rehabilitative, or 
palliative services furnished by or 
under the direction of a phy^dan 
ordentist. The services must be 
provided on an ou^tioit bads in 
a fadlity that meets die Medicaid 
requirements established for 



inpatioit hospital fadlities. [42 
C section 440.20 (1988)] 

Pevsoftol Core Services. An 
optional Medicaid bendSt defined 
as services i»esaribed by a 
physician in aocoixlaiKS witilia ]Han 
of treatmoit and {Hovided by an 
individual wl^ is (1) qualified to 
provide tl« servicesi; (2) supervised 
by a registered nurse; and (3) not a 
men^Ter of the redpicsif s family. 
{42 CJ7.R. section 440.170(0 (1988)] 

Physickm Servias. A mandatory 
Medicaid benefit defined to indude 
services provided within the scope 
of pnK^tice of the profiesston, as 
defined 1^ State kiw, and by or 
undo- the peisonal supervi«on of 
an individual licensed under State 
law to practice mediditt or 
osteopathy. 142 CFJl. sertion 
44a50 (1988)1 

Prior Authorizatmn. An optional 
mechanic of utilization control 
that requires that the provider 
obtain ap}»ovaI for reinUnirsement 
from the ^te Medicaid agency 
(son^mes involving referral to a 
spedal committee) before a service 
is reroicrcd. 

RtkabUiUitiveSerokes. An optional 
Medicaid benefit defired as any 
medical or remedial services 
rccomnnnKied by a ph)^ckin or 
other licensed practitioner of the 
healing arts, within the KOpe of h) . 
or her prwrtice und^ State law, fi 
maximum reducti<m of j^y^cal or 
mental disability and restoration of 
a rcdpient to his or her b^ 
possible fur^onal level. {42CJ'Jt 
section 440.130(d) (1988)1 

Ribicojf Children. Named for the 
chief sponsor of the legislation 
establi^ng this optional Medkaid 
category, Rib}o>ff diildren are an 
AFDC-related group of diildren 
who live in two-parent familira or 
otherwise fail to meet ihet Stale's 
A FDC categorical cri tola, but 
.vhose families would quaUfy for 
Medicaid coverage on the basis of 
iiKome. RibicDffdifldraiaged6 
now have mandatory c^gibility 
status as "qualified" dUldren. 

SSI-Related Individuals. Those 
individuals who are not ca^ 
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assl^ioe redpi^ts under the 
Supitoo^ Security InocHiie (SSI) 



and are eligB^le a Staters 
Medicaid benefits under an 
qpttonal <ategorkaUy needy group. 

SMewjdenessL llie vequiTsnent 
that services in tfw State jdan be 
covered equally in an legions of the 
Stated Waivers oCstatewideness 
may be obtained from tl^e Health 
Caie HnaiKii^ Admini^iation 
(HCFA) for demonstratton projects 
or waivor jnognuns. 

Tflfgetal CaseMam^emETit. An 
optional Medicaki benefit defined 
as services that will help eUgible 
imiividuals to ^in aosss fo needed 
medkal, sodal, education, and 
otl^ services. [Sockd Security Act, 
secticml915(gX2) (1989)1 

2!09(b) States. Those States 
decting not to nuke an SSI 
recipients automaticany eUgible for 



Medtoa^ and toa{^ in^ead 
dii^ty cfitoia ^t are move 
restrictive witti ve^MCt to tiie 
definitkm of disabiUty, the 
^andaids of inonne and resources, 
orbotiL 

UHfiart&m Ccmlrrf- Procedures for 

the cmgoii^ evaluation, on a 
sample basis, erf the need for and 
the quaUty and timdiness of aU 
Medicaid services provided under a 
Statejto The agency must have a 
postpayment review process that 
aHows Slate personnd to devdop 
and review redptent utUization 
profiles, provider si^vice {sofiles, 
aiKi exceptiom critoia, and to 
identify exceptions so that the 
ag^Ky can correct misutilization 
practices of recipients and 
providers. Spedfic utilization 
control procedures, oolleclively 
termed utilization review, are 
required for inpatient fadlities. 



U«Krat&n Rewop. An instrument 
of utiUzation control requiring tiie 
sssesan^vt by professitmal l^th 
p^fMMutel appropriatoiess and 
qiuOity of services remtered in 
inpattent facilities and conducted 
by the State healfli ag^Ky or other 
appropriate State agency under 
CDntr»:t to the Medicaid agency. 
Requirements for ulUizatioi ^view 
iiKlude revtew of certifications of 
need for care and writtoi plans of 
care for each patieiU, and the 
(X>nduct of medical oute evaluation 
studies spedfic to eadi institution. 
These studies identify and analyze 
patterns of patient care induding 
lei^h of ^y and use of 
professional and andllary services, 
and suggest changes needed to 
maintain consistently high-quality 
patient care and effective and 
effident use of services. 
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AppeidixB 



Glossaxy2— 
Abbreviations 

AAP Amoican Academy of 

P&diatrks 
AFDC Aid to Families with 

I>epcndent Children 
CASSP ChiM and Adolescent 

Service System 

Progmm 
CPR Code of Federal 

Regulations 
CMHC Community Mental 

Health Centa 

DRG Diagnosis-Rdated 
Croup 



EPSDT 

FMAF 
HCFA 
JCAHO 

lEP 

ICF 



Early and Periodic 
Screoiing, EXagnosis, 
and Treating 
FkleialMedicakl 



Hedth Care Financing 
Adminbtration 
Joint 0»nndssk>n on 
the Acscreditation of 
Healthcare 
Organizations 
Individualized Education 
Plan 

Intermediate Care 
FadUty 



IMD 



OBRA'89 



RTC 

SNF 
SSI 

TEFRA'82 



Intermediate Care 
FwiUtyfcn-the 
M«i tally Retarded 
In^tution for Mental 



Omnibus Budget 

RecondliationActof 
1^ 

Residential lYeatment 
Fadlity 

Skilled Nursing FadUty 

Suf^demental Security 
IiKome 

Tax Equity and Fiscal 
Responsibility Act of 
1982 
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Endnotes 



1,1* >«e''5ubilam3efttese^ Allied 
inttdait^ .^^/itt to botii alcohol ibuae 
end drag ftbi3& Where bilonn^ion 
]mivMed potato Qiify to aknhol or dniga^ 
tofin is ibbkL 

Z JhB wmb ''d^ and ''diildren'' ore 
laed in feport to xefer to faufividiaito up 
toZlyonof^ 

a llieDksMdofCbhimbialsccmsi^^ 
a State for die puzpoaes of rqx^ 

4 Amoredeli^tocitotlanofoiir 
ionrv^ maflmls appeaia at die beglxmiiig irf 

& HanteHeEFmaadRi^Yod^ite 
fii^tandJ^ cf Miitantf ami jl^ 

TedniteriAaWnoeC^aiter^Geofgetown 
UntmittyCMd Devdofsnenl Center^ 

& HarrtettsR Fox, Meiaa}/lfidA 
J M b W to l faf S^fptaa. CASH* Tcdudcal 
AaaUanoeCeiiter, Georgetown Uidvo^ty 
Oifld Dlpvdopoient Center, Warfiington/ 
D.C^Manii19B». 

7. Ui9i^iliMdaiafimtlieMmh19W 
CM«!^ R^idi^ Surray mkndila tapes 
fcrlSW. 

9. Umid«dieddBlBfimnHCFA*20B2 
Oiealft On Bnandng Adzntnistntkm) 
fanna far flacd year 

ia See Beth A. Stroul and Robert M. 

CASSPTeda^ Aaaistanoe Center, 
Ca ofgit ow flUntvefiltyChfldDcv^ymcpt 
Center WMdn^ 1«& 

11. MxwjrdtagiKatic^lDri^yakian 
and heapttd acniteaa for 1 983 to one St^ 
(MMh^an) ff^gpa^ howaiw, fliat nmitd 
h aj Wi a nd mhUa naiAu ae ae n toa aceoun! 
for a laMMjf aoMil propMtlofi of told 
MfldieildclatflM^ ForchOdimiwdvtog 
w^npayxnanii^byfartiiekr]^groiq>of 
MaAflridchOdnivmoilrf daoffdeit 
lipiiwnrart taai thin I parci^ <rfttie totri 
hoqfM dIadiaiSBa and «qpendtoff«a for 
chfldNQr 2 peitent of phys^^ 
ottiar mbidataiy ove vtatti ami 



esqpenditurak For cWldren reoetvb^ cash 
Mtbtame becnwof dtsaMUty, a amaUor 
pmqiwitih higher utiUz^ionn^ men tid 
^borders icprcsgOod 1 peroent of hospitd 
^achafgea nd G9«dbui«a md 10 peroent 
of physkim and oBier ambulatory c»ie 
vfalt^btAiapefoei^ofa^pemfitisea. Data 
for cfinte and other iidcvant services w©^ 
notandyzed. SeeMffirflynRymerand 
GeraMAdkr,Ck&imOTrfMed&sii- 7^ 

^^ti^letrks/McOaw-Hlll Lexington, 
M8sa,Oclidwl9^. 

IX Infiormattan (Gained ^fte«^im 
from a ldepiK»e ocmveraattoi wltf) 1K7A 
Medkakl^Wks Rranch staff, ^ily 1»0L 

la AtS^cptton^AFDCbeneBtsmay 
be piovkfed to cUhben 17 to 18 yan (tf ^ 
wtio are fi^-time students In socondary 
school or the equivalent tevd of voc^kmal or 
techntcd trriiiiV and cm be expected to 
comply tfie program bdfi»« rewMi^ dielr 
19thbtrdiday. 

14. A cMklcoRsUered to be dependents 
any chOd who to und^ 18 and who Uves in a 
fudly in which one pare^ to dead, 
incqpacitaled, 01 «d»ent An exasqple of a 
diUdwlioisnotdepemfenttoonewhoUves 
in a tin>-pttent fttonOy whcTB the prtndpid 
wag&«amer toem^f9«L 

la nieKKni^Siif^Aclof 1988 
irandates^ effective October 1, 199a 
Sl^ provide AFDC cash asitoianoe to 
tm^pirait families In which the prtndpd 
w^e^nertouncmf^oyed. Caahaaatstams 
may,alSialeoptioivoeliiitod to6 anondis 
in any 12-montt poiod, but hiU Medici 
cBv«r^ snot be provkled to an family 
members even when caih payments are not 
ouKle. 

16. Inforanatton obtained by RscHodtti 
MkyCtesuItantoin te^toneintorviews 
wiOi Slato Mec&aid agoKy staff to April 
1988 and Jttnwy 1990. 

17. UnikrSRtow,»atesmaUeto 
cst^itoh a tower finndal eilgOsOBy cutoff 
for in^vidiiflto to medical one faciUlfeSi 
Ihto Madicatd optton affada o^y ddl^ 
%yidi signiflcani income of feeir own because 
pare^ h^ome to iK>t deeimd available to 
tosti tutfamalteed ddkiren after a 3&day 
period. 



1& biforroitoiA'tiiswdbyaieai^hois 
fnom a tdqrfione conveis^ion with HCFA 
Medicafai Statistics Brand st^ July 199a 

191 n^maxtafnimAFDC payment 
^andnd to (he nwdmum amount that an 
AFDC^^bte todi^Hdual or family may be 
p^ Beonse^ODuntable income to 
attracted from ttie maidmum payment 
rtainiard tod^ermim Oiepaynwnt amount, 
ttie payment amount can never exceed the 
staiidard, 

^ Infmn^lcmoHaii^dbytheauthois 
from a td^^one amvers^ion %vith HCFA 
Medio^StiNlstioi Srandi staff, July 1990. 

21. They also mu^ooverpeg^t 
women, Inrt not the and a<htlt 
carelakeiSw 

22. These States are Aikansafl^CaUfoniia^ 
Cmnocticul, Fk^ida, Georgia, Hawidi, 
mii^ towa, Kansas Kentucky, Loi^dan^ 
Maine, MaryWi Moaadiusetts^ MidtigfiO), 
Mtane»ta, Montana, t>kibnAB, New 
ftonpshire, Newjers^, New Yoric North 
Cara^na, North Dato^ Oidahoma, Qn^^ 
Pennsyhmda, Rhodeldaml Tennesseev 
T<*xa9^ Utah, Vmncmt ^^igMiia^ Wa^togton, 
Weii Virgtoli^ asul V^^^oonrin, 

2a A diaciflBton of how State' general 
atidiority tolindt oovoi^crfararttcular 
service rdates to die new EProTservloe 
coverage marnkto to provicMl to Hairiette a 

W9m«9^ Fco( Heal& Policy Consultants, 
Washtog^ D.C^twy 199a 

24 SeeU5*Coi«resi^Hn»e 
Subcommittee on Healdi and the 
EnvironmentMofiQiiif Smtm Book 
Bsdtgimad CMteiBii Afid|^CdngresBio^ 
Rescardi Service, Cdmndttoe Pitot lOO-AA, 
lOfth Qn^es^ 2d seaa^ November 198a 

25^ SeeU5.Cangraai^Hou8^C^»iftu9 
Btt^ Rosiifffistte Act <^ 1989, Conf^^ 
Rqwt 101-386 to Acoraqsany KJL 3m, 
lOlstCb^l^ 1st sessL, 19^. 

2& Health Care Hnandng 
Admtoistrtfion, U&Dspattticntof Heatdi 
and Human Servicei,HaBUfe Cm fimd^ 
Ph^nDBSiaiiilki: Mt^cmmulMt^tteMPm 
Book, 1989, HGPA Pub. No. 0^, BaMmoie^ 
Md,Aprtll9B9. 
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ERjc BESTeOPYAVAIUBLE 



£ndxu)tes 



27, JW. 

28, Intemation obtained by the outhors 
from te^d^me kitovicws with ^d:^ 
Medksid ^^»cy staff dwii^ die and 
siBiunfiToll9S9. 

29, ArfaDona was cxdadc d from our 
sunrey bec»» its csitte Medicaid pi^rain 
opcreHes under a w^ver. 

3X We do noi jmi^de infonnfiti«i cm 
smrtes html^ed under 2176 trainee md 
ccmunwity-based services waivers^ We 
maile this decern because <mfy one Stale 
(Vennom) uses the waiver lo serve dhildrot 
with se^nm jx^nlid heaia or mib^anoe abuse 
imd&Du^ ml becn»e 1^ orneariy aO, fte 
s^vices that State Medicaid pragrams can 
pay for with an ap^ved waivq- can be paid 
fnr isukr existing bendit Gstegortesi, 
pvtiadarlyEPKTr. 

31. All ^ one of tl^St^O^w Jersey) 
that c^xs'ate a medicaUy needy froffmi has 
elected to provi^ medically nwdy diildroi 
a bo^t padcage that iiMju<ks EPSUT 
services. 

32. 42 CF.R. section 44a40 (1988). 

33. The intent of tlwseelK^ is 
essoitially to "aixoU*' Mcdicdd children in 
the EPSDT progmn so diat th^ help 
scheduling sa«en?, trans^mt^im, md 
fdlowi^ sorvices; but oil Medicaid chOdroi 
may receive EPSDT services, upm request to 
a j^ovider, regvdiess of w)»ther Uicir 
families had ptevim^y ^eed to participate 
intteEPSUrtradcingsy^m Many State 
Medicaid agendes have mtetakotly 
presumed that diildren must be foraiaUy 
"enrdtetf^ in ETSDT to rccdve the screening 
and foOowup services. 

34. 42 CF.R.secti«i 44136 (1988). 

35. Omibus Bmi^ lUamtUkism Aaof 

J Omferoue Report, 1^ State Medimid 
AwuMi, Transmittal #3, section 5123(1 Ka), 
April 1990. 

36. l\raismUtal«i,sectim 5140(B), 1990. 

37. ChlUren are to leodve screenings fcH" 
any sisqpected health, mental health, or 
ffcvdcpmentd j^oUems and are to be 
referred for BOtaeniiigs by <iny health, 
devdopmentaJ, or educatimal jmsfcssiraia] 
with whcsnttiey come into ocmtatt Stdtes 
may require that medkal necessity criteria 
for int^pGriodic screenings be met but the 
leg^islalive history makes dear Omgress' 
intent fhm f^ior auOoiiiatlon of screenings 
m^be^iequired See US. Congressi, Hcnw 
Subcommittee on Health and die 
Envfroiaiait Meilfamond Alaifa^ 

Co mmittee Mnt 101 101st GHwaas, 1st 
sett^19S9. 

38. Un^po&ygidddbm issued by 
F^/i^ Stales n^ at SOTO of their 

u j.lalttudeiostructiair^ttireeaspecisof 
EPSr/Tcovrngepottey: Otervioe 
definition and ^pedfioticm of flMdical 
necessity criteria; (2) impositton of Umlta cm 



amoiml, duiatimi, md scxqie of services; md 
(3) laiptorniUHfon of pvtor at^N^iation 
ando&»utaiyationco^rolproce<fcBesc 
When iMdksd neoes^crfleffa ue met 
hon^ew, any limits on fl» ttomua of si^vice 
coverage ai^parently wiB have to be 
recoR^dered in the conleid of the iiidividitid 
diOd^ssituattofi. SeelVsrmdttdiSlsecikxi 
5122(F), 199a 

39. InaAiUkmr^twoMtcq^ 
i^ti^rnnexamin^iora^ flie AAPgiik^nes 
call fca' a Mai of 3K) soeefOi^g exominiiiim^ 
induding 9 for dilkiren newbcmi to 3^ 5 for 
cMbiron a^ 3 to lOt md 6 for dMkfren ages 
tatta21. Ai&lttfoiidi««mdiiattensare 
imxnmeiwfod fiM'ch&ftPGQ wlioaiv not 
recdvtotg ompetet^ pffimtb^ manifa^lng 
syniq^tains of m irrqaoflar^ tealOi pioHan, 

Ingrowing and devd^q^normaDy. 
See Ccmunitto <m I¥^toe arid Ambul^vy 
Medidr^ RtoonmmtdgtimtsfsrPnmiive 
HodthCm^Aa^tmAcBdsmyni 
Pediatrics^ QkCrovevIUinda,Septexrd»er 
19^. 

4a 42 CRR. section 44a50 0988). 

41. Residential treatment facilities 
more tlm 16 beds providing prlnwily 
mental health or substance almse tretment 
servfoes are likdy to be con^kred 
InstitiHkms for Mentall%»»» (flMiys) 
um^ Medicaid law. No services fiantel^ 
to Medicaid reciptents UTKte a^ 65 who 
reslcte in such fodlittes cm be rdmbursed by 
aM^iicakipfOgrant SodalSmtriiy^ 
sections1905(a)aim 1905(i). 

^ These ^tesindudeCal^sm^, 
Qdor^ Cont^dtei^, DistrM of Cbhunbia, 
Flf^kl^ Ce<»gia, Hawaii^ nUnris> Indian^ 
low^ K^sas, Main«^ Maryland, 
Massachusetts^ Mlrmesot^ Misscniri, 
N^asH Ntevad^ New Mexiooi, New Yc^k , 
N(»th Carcdiiuc Rhode Umd^ South 
Cardina,Tcmes»e^ Viigjnii^ Wi^iingtosi, 
We^ VirgiiUa, WlsGcanin,and Wycmting. 

43. 42 cm section 44020 (1988X 

44. Oi» of dieseStides (New Y<»fc} covers 
psutial N}S{4taU2ation only Usr akohol abt^ 
treatn^nt, 

45. 42CF.R.secti(»i44ai10n989. 

46^ UmforaDRGmelhocfofogy, 
reimbursement toed on estfanates of tlw 
ho^ital lesouns that will be conmroed 
during varicHtt types of inpatoa sta)^ 
which are grouped by diagnoses and 
assigned reimhusementratesL ThelSS^tes 
^IW^ « n^tt><)<Mfl|^ to inptti^ 
^ys in Ae psychiairk iBdt erf a geiierd 
Mute care hoipitid are Cdhmcb^ 
Kam»\^MarybndMim»sot^MiflBDuji, 
NewHan^psWr«»,New^isey,CSiia.<V^on, 
Souft C«olbiit South Dakota Teu^ Ut^ 
and Wasitington. 

47. 42 CFJl section 44090 0988). 

4& MssisB^ Rhode IslaMtnd 
^^ooiwfa do not reto ^ur waefvicBs under 
ftedtoicserviceBbBiieft c ateg or y, 
(fowew, a nunto of Stata^ InducUr^ 



tli^ tfirec^ {»twlde rdiidnirsemei^ for scane 
or dl types frf dinte services umtoroiotilia' 
h&^c^^Bgoaj. Itmaybc^fore9nmf4c>,fliat 
Mediosld-crartifled physklmi 'Mr o&cr 
pra£ti^€»KTS working at a dir^l^th^ 
services directly or that relmbtas^nentb 
avai^e imder tlie id^yflit^tw servkes 
benefit category, 

49. 42 CFJt section 44ai30(d)O9S89L 

^. These Stales me Connectkut Florida, 
Kentucky, Mabie^ Miiu^sota, M isaiaalpfi 
(Xiia Qra^gnv IQmfe Isiart4 Soutti CaroUr^ 
U^»d Wyoming. 

51. TkeseStiM^KeRofldj^Maine^ 
M^tfgffi^ Miimescrtv. Mlsstaippt Qn^on, 
Rhode Islandr SouOi CmUns, Md M^sooioin. 

52. Oteof tfteseStatosObfimiesota) 
ndmbimes ooomnmity moital hedA centcst 
cnly for day tr^^meatservloeaL 

53. Four ctf^iese five Sl^ require th^ 
the fieestorKfii^ ^^ercy or dir^ be aUe to 
provide cratprdmisive merMtd health 
smrices and the flftti State reindiurses 
freestanding agencies SHi dfaiics only for 
day treatment pn^ram servicesi 

54. Inmanyofthesell^tos^crffHilto 
n^t^ health rehatHUtative services ir^ude 
types (rf services diat could not <^herwise be 
r^tHmed und€7 the dlnic q^tion C&g., 
aiste intervention in the Imne) ^ wdl as 
traditfonal therapy visita. 

55. In ackUtkaiucmectf the States CDItfo) 
that has a district day treatn»nt pnagram 
bmefit siso pomits multiide bfllfogs of 
services per day to}HOvUtewhatis;,bicaect; 
adaytr^tfmentpfogrun, Acoordbigto 
Medicdd staff in diat Statev sosw provider! 
Uilforday treatment in one way and seme 
providers in the (^her. 

5& Three ^atesiiduH^ moved day 
treatoMsit from the dlnte to the rduiUBtative 
category » p»1 of a ge^fal ptoi to cover an 
mental health services under rdiabilitative 
services^ and only two of diese (Rcsfda and 
Oiegm) penntt daytreatment services to be 
deUverodc^-slle The third State (Rhode 
Idand), ^^ddch permits no off^ service^ 
|nit day treatment under rehabiUteti ve 
services bewae that k the benefit categqiy 
under which ttie dumicdly menteOy ill 
ptqfnilation is served* 

57. One State (Kentudcy) has e^aUished 
reimbursement for day treatment services 
provided todtildren md addesoents in 
cQ^juiKtion with their sdidAi^ Tt» 
pn^^ram is designed so fii^ chUren 
fwtidpoite in day tr^nmt for part of the 
day and speid Uie reminder ofthe day in 
an ediKational prcg^tm* 

58. The ^lamOy homes* are atsUtnr to 
thers^eutte foi^ cane boDM^ except Aat not 
aO of the <^ikben placed in the hooMs are 
fo^er chtldten* 

99. fiCFJL section 440i0n9Bn. 

6a hi19B9,psydiotogistiwenlksmd 
in all States and dinical sodal nmdms wm 




Endnotes 



the milbom from ^cplMM intavlews wl A 
ttiertiff of die A0i«rican Aiydiolf^teaS 
Asiod^ion nd N^ifsnd Asmialbm of 
Sodd Wofk«i^ i«ipectivdy, to Jan^ 

61. 42CFJtsedifln44ai7D(f)09SO* 

te^teRl»bef(Mre^21 Of, tf Oeredi^t 

or fltefcacted 1^21, before the eaiiier 
flftiwfalhndsi^O)^ date 1^01 she no 
kii^requim services w (2) th« date he (»' 
die readies age 22. 

64> 42CFJl.9ectkins440.1fi0,44131 
0988). 



65. 42CFJ'.seclkons441.152«441.156 

£6. TVvooflt^Sl^ltoiit 
fdinbui^eniefi t tor sufastuioa atose 
&eateeirtto&ftc»dfiraHm services only. 

67. SteidSiairdy Ad, section 191S(gK2) 
0989). 

6& For aOoth^ types of caw 
managorant servkes (except those to the 
mcn^y retarded or devekm^ 
ddayed), the State Nfodk:^ plan 
anwndbnento may iwt qpectfr a parttoilar 
type of scirte pinri^ lait to^jd may 
pesent the p^vider Muba^ apjAcants 
mint meet toreoeivecatiflaitioa See Stele 
MidlcaU Momol, secttm 43QL2. 



69. SU^MssOaddMsmud^set^Om 

m Cmoamaboittttw^^adklityola 
monOdy equitation fate stems frcoi a MBef 
that not ^ cttei^reoBims^ifkairt 
amotmts of sefvte every monUi. 

71. Inderal regidation requires ftat a 
rii^ 5t^ ^enqr adii^ntelfs', or siqxrviae 
file admUiistratiim td, tt^Medicaid pn^;ram. 
Ite a men^ or stib^anoe rtnise 
agency to peifdrm prkn* authortzatian of 
Medici services requires a fonnal^ 
interagraicy agreement umler wWdi the 
Medics^d «^ency legates tt» aufin^. 
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